R¥ 


= 
= 


NURNAL o 
SYCHIATRY 


d in 
i | 
: 


Mar. 


Selec 
World 
group | 
in com! 
failed t 
tary se 
service, 
prison. 
ma duty va 
ious ob 

mandm 

Some \ 
jectors 
neverth 
cally w 
any Cit 
Some v 
not to 
coward: 
skins. 
who fa: 
the Sel 
rance, | 
as a 
cause 
or plain 

Selec 
a uniqu 
thing 
They 1 
sense C 
did hav 
ing mil 
propert 
cause 
support 
minorit 
these 
people, 
jectors, 
with a 
They t 
objecto 
collecti 


1 The 
of the vy 
Prisons 


2 Med 


A’ Dia 4 
‘4 


1 Mar. 


THE AMERICAN JOURNAL OF PSYCHIATRY 


1949 


A STUDY OF SELECTIVE SERVICE LAW VIOLATORS * 
M. J. PESCOR, M. D.,? Sprincrietp, Mo. 


Selective Service Law violators during 
World War II constituted a heterogeneous 
group of individuals with only one thing 
in common: for one reason or another they 
failed to heed the call for compulsory mili- 
tary service, or legally provided alternative 
service, and as a consequence were sent to 
prison. Their motives for avoiding such 
duty varied considerably. Some were relig- 
ious objectors to war who took the com- 
mandment, “Thou shalt not kill,” literally. 
Some were philosophical conscientious ob- 
jectors who although they might be atheists 
nevertheless believed that all wars were ethi- 
cally wrong and that they could not under 
any circumstances take part in any war. 
Some were opposed to World War II, but 
not to all wars. Others were out-and-out 
cowards interested only in saving their own 
skins. Still others were technical violators 
who failed to comply with the provisions of 
the Selective Service Act because of igno- 
rance, lack of intelligence, fear of discovery 
as a wanted criminal, inability to do so be- 
cause of severe mental illness, carelessness, 
or plain indifference. 

Selective Service Law violators occupied 
a unique position among law breakers, some- 
thing on the order of political prisoners. 
They were not criminals in the ordinary 
sense of the term although many of them 
did have police records. Actually by avoid- 
ing military service they had not stolen any 
property or directly injured any person. Be- 
cause of this they found strong and vigorous 
support from an intelligent and vociferous 
minority of civilian sympathizers. Among 
these champions were many professional 
people, religious leaders, conscientious ob- 
jectors, and other fairly influential citizens 
with a passion for the defense of civil liberty. 
They took up the cudgel for conscientious 
objectors in prison individually as well as 
collectively through various organizations 


1The opinions expressed in this paper are those 
of the writer and not necessarily of the Bureau of 
Prisons or the Public Health Service. 

2 Medical Director, USPHS. 


such as the War Resisters League and the 
Absolutists. 


HIsToRICAL BACKGROUND 


It is generally recognized that conscien- 
tious objection to war is deeply rooted in 
religious beliefs. The Biblical commandment 
against killing makes no exceptions. Christ’s 
Sermon on the Mount contains the core of 
the conscientious objectors’ philosophy, “Re- 
sist not evil, love your enemies, do good to 
those that hate you.” There is also a simple 
doctrine incorporated in many religions and 
philosophies : 


“And as ye would that men should do unto 
you, do ye also to them likewise.” Luke 6. “And 
what thou thyself hatest, do to no man.”—To 4 
(Apocrypha) “What you do not like if done to 
yourself, do not do to others.”—Confucius. “Do 
not do to others that at which you would be angry 
if you suffered it from others.”—lIsocrates. 


Thus Christian and Jew, Chinese and An- 
cient Greek agree upon the fundamental 
principle of the Golden Rule(r). 

Of course, very few people take these 
religious admonitions seriously. Even or- 
ganized religious groups gloss over them 
with the exceptions of certain sects like the 
Society of Friends, the Brethren, and the 
Mennonites. As long ago as 1660 the Quak- 
ers declared publicly that no member of their 
organization in good standing would fight 
in any war(2). 

However, the conscientious objector prob- 
lem did not attain much magnitude until 
conscription was adopted as a means of rais- 
ing standing armies and trained reserves. 
Conscription in the modern sense originated 
after the French Revolution(3). An abor- 
tive attempt was made to conscript soldiers 
for national defense to replace the old Royal 
Army, but with very little success. How- 
ever, when Napoleon came into power, Gen- 
eral Jourdan proposed a system of conscrip- 
tion which became law in 1798. It worked 
so successfully that Prussia adopted it in 
1808. In time all major nations except the 
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United States and Great Britain adopted 
conscription for maintaining peacetime ar- 
mies. Even these two countries had to resort 
to such measures during World Wars | 
and IT. 

Actually conscription has been advocated 
during every major war fought by the 
United States. During the Revolution, Mas- 
sachusetts and Virginia resorted to conscrip- 
tion. George Washington urged the other 
colonies to do likewise, but aid from France 
averted the necessity for further considera- 
tion. Conscription was again urged during 
the War of 1812, but efforts to pass it 
through Congress were successfully blocked, 
largely because of Daniel Webster’s oppo- 
sition. Both the Confederate and Federal 
states adopted conscription during the Civil 
War. The Federal law provided for the 
payment of bounties to men who would 
enlist and also permitted the hiring of substi- 
tutes. This was unfortunate since each state 
entered a race for volunteers by increasing 
bounties. Wealthier communities bought the 
necessary manpower to fill their quotas from 
the poorer districts. This led to considerable 
friction, ill-feeling, and even riots. 

The next experience with conscription 
occurred during World War I. The Selec- 
tive Service Act of May 18, 1917, car- 
ried a provision for conscientious objectors 
worded as follows: 


And nothing in this act contained shall be con- 
strued to require or compel any person to serve in 
any of the forces herein provided for who is found 
to be a member of any well-recognized religious 
sect or organization at present organized and ex- 
isting and whose existing creed or principles for- 
bid its members to participate in war in any form 
and whose religious convictions are against war 
or participation therein in accordance with the 
creed or principles of said religious organizations, 
but no person so exempted shall be exempted from 
service in any capacity the President shall declare 
to be non-combatant—(Paragraph 204) Title 50; 
War, Appendix; U. S. Code, 1940 Ed. 


Nevertheless, conscientious objectors were 
not pleased by this concession. In the first 
place, they said it made no provision for 
nonreligious objectors. In the second place, 
the claim was made that local selective ser- 
vice boards, with few exceptions, refused 
to exempt men from military service on 
the basis of conscientious objection. Nor 
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were objectors in a number of instances 
permitted to wait review of appeal by district 
boards. 
duty. 


They were ordered to report for 
Technically this placed them under 
military jurisdiction and led to an accumula- 
tion of conscientious objectors in various 
army camps. 

As a matter of fact, the actual number 
of conscientious objectors detained in camps 
during World War I was small. Of 3,989 
who were detained in camps, 1,300 finally 
accepted noncombatant duty, 1,299 were fur- 
loughed for 450 were 
sent to prison by courts martial, and the 
rest were still in detention when the Armis- 


alternative service, 


tice was signed(3). 

Despite their small numbers, conscientious 
objectors were a thorn in the flesh of the mili- 
tary authorities during World War I. Some 
of the camp commanders made the mistake 
of trying to enforce military discipline upon 
individuals who were fired with the desire to 
become martyrs to their cause. This natu- 
rally led to “incidents” and each incident was 
seized upon, embellished, and fed into the 
conscientious objector propaganda mill. 

Thus the Army was accused of humili- 
ating conscientious tacking 
measles signs on the doors of their quar- 
ters, forcing them to clean latrines, parading 
them as shirkers, placing them under Negro 
sergeants, and segregating them. The Army 
was further accused of beating conscien- 
tious objectors, putting them in damp cellars, 
chaining them to the doors of their cells, 
and feeding them on bread and water, as 
a result of which several of them died. All 
of this led to the inevitable investigation. 
A board was then appointed to review all 
cases with authority to furlough men for 
agricultural service at the pay of an army 
private plus subsistence. A few were fur- 
loughed to the Friends’ Reconstruction Unit 
for training in overseas civilian relief duty. 

Conscription was again placed into effect 
before the United States entered World War 
II. The Selective Service Act of 1940 made 
the following provisions for conscientious 
objectors : 


( bj ectors by 


Nothing contained in this act shall be construed 
to require any person to be subject to combatant 
training and service in the land or naval forces of 
the United States who, by reason of religious train- 
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ing and belief, is conscientiously opposed to war 
in any form. Any such person .... whose claim 
is sustained by the local board shall, if he is in- 
ducted into the land or naval forces under this 
Act, be assigned to non-combatant service as de- 
fined by the President, or shall, if he is found to 
be conscientiously opposed to participation in such 
non-combatant service, in lieu of such induction, 
be assigned to work of national importance under 
civilian direction. Paragraph 307, Title 50—War 
Appendix, U. S. Code, 1940 Ed. 


The act further provided for appeals 
to higher boards, including a presidential 
board. 

Again the conscientious objectors were 
not pleased with the provisions of the Act. 
For instance, Cornell points out several un- 
desirable features(4). In the first place the 
religious clause was drawn up by two 
Quakers as a compromise measure because 
Congress refused a more liberal exemption 
clause on the grounds that Communists mo- 
tivated by political and personal ends might 
evade military duties. Russia was pro-axis 
at that time. The first Director of Selective 
Service took a broad view of “religious 
training and belief’ stating that it could be 
obtained in school, in the church, and in the 
home, or it could be one’s own religious 
experience and conduct of life. His succes- 
sor, however, required recognition of some 
Divine Being as the source of all things. 
Local and appeal boards generally agreed 
with the latter decision. 

Cornell goes on to say that no separate 
register for conscientious objectors was pro- 
vided for as in the English law. Appeals, 
including those to the President, were 
handled by boards dominated by military 
sympathizers. For instance, presidential ap- 
peals were handled by a board of army 
officers and the Director of Selective Service. 
The courts ruled that no judicial review 
could be made until all administrative pro- 
cedures had been completed. In other words, 
the conscientious objector had to submit to 
induction, come under the jurisdiction of 
the military authorities, and run the risk 
of court-martial before he could appeal for 
justice to the courts. Very few chose to 
take that risk. As a consequence practically 
all Selective Service Law violators were 
sent to prison rather than to army camps 
as they were in the first World War. 


During the 7-year period ended June 30, 
1947, the courts sent a total of 11,879 viola- 
tors of the Selective Training and Service 
Act of 1940 to Federal institutions(5). The 
offenders were administratively classified in 
3 groups: conscientious objectors, Jehovah’s 
Witnesses, and others (technical violators). 
The latter comprised 6,543, or 55% of the 
total. The Jehovah’s Witnesses constituted 
4,120, or 35% of the total. The conscien- 
tious objectors accounted for only 1,216, or 
10% of the total. No attempt was made 
to segregate any of these offenders in special 
institutions because of their status. They 
were scattered throughout the Federal Prison 
System in the same manner as any other 
prisoners. 

In order to gain some impression of the 
composition of these 3 groups, a study of 708 
Selective Service Law violators admitted to 
the Medical Center for Federal Prisoners 
was inaugurated. Of this number 61% were 
considered technical violators, 25% Jeho- 
vah’s Witnesses, and 14% conscientious ob- 
jectors. Detailed statistical tables were pre- 
pared showing the data obtained for the 
3 categories, as well as comparable available 
data for a group of psychopaths, federal 
prisoners in general, and the civilian popula- 
tion reported in a previous paper(6). These 
tables are not included in the present article 
because of printing restrictions but can be 
obtained by writing to the author. 


THE TECHNICAL VIOLATORS 


The majority of the technical violators 
were received at the Medical Center for 
Federal Prisoners by transfer from other 
federal penal and correctional institutions 
principally as hospital patients. However, 
approximately one-third came directly from 
the courts. Most of the latter, as well as a 
few of the transfers, were admitted to the 
prison camp which is operated in conjunction 
with the hospital. Camp inmates have no 
major physical or mental disorders requiring 
hospitalization. They perform the mainte- 
nance work at the institution. Of the 63% 
who were admitted to the hospital, 35% 
were classified as chronic medical patients, 
43% as psychotic, and 22% as psychopathic 
personalities. 
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As previously explained, technical viola- 
tors did not claim religious or conscientious 
scruples as the explanation for violating 
the provisions of the Selective Service Act. 
None of them was a bona fide member of 
the so-called peace churches or of the Jeho- 
vah’s Witness sect. In fact 25% had no 
religious preference at all. The proportion 
of Catholics was somewhat higher than 
among the conscientious objectors and, of 
course, there were no Catholics among the 
Jehovah’s Witnesses. However, compared 
to the civilian population there were propor- 
tionately more Protestants than Catholics 
among the technical violators. Less than 1% 
were of the Jewish faith. 

The highest proportion violated the Selec- 
tive Service Law by failing to keep in touch 
with their local Selective Service Boards. 
Only 15% failed to register. Another 15% 
failed to report for induction. Among other 
violations may be mentioned failure to re- 
turn the questionnaire, failure to report for 
physical examination, aiding and abetting 
someone else to evade the law, forging regis- 
tration cards, giving false information, and 
failure to carry registration cards. 

A comparatively high percentage of the 
technical violators were Negroes. Over three- 
fourths had only a grade school education, 
the median grade being 6.8. The median 
age on admission was found to be 29.8, 
which is only one year less than the median 
age for federal prisoners in general. The 
majority were unskilled or at best semiskilled 
workers, making a marginal or submarginal 
economic adjustment. Practically all of them 
were native born and the majority were 
brought up in cities of 5,000 or more popu- 
lation. 

A substantial number gave a history of 
military service prior to World War II. 
However, 69% of those who had such ser- 
vice were given a discharge other than hon- 
orable. If this is a fair indication of their 
desirability for military duty in time of war, 
the armed forces did not lose much by fail- 
ing to induct technical violators. 

Homosexuality was admitted by 10% of 
the subjects and common law relationships 
by 8%. Approximately half had never been 
married. Of the legal marriages 67% ended 
in either separation or divorce. Over one- 


third led a nomadic type of existence and 
almost one-fourth were chronic alcoholics, 
Undesirable personality traits such as undue 
aggressiveness, suspiciousness, moodiness, 
and shyness were present in one-third of the 
subjects. 

The childhood homes of the technical vio- 
lators were disrupted by the death of one 
or both parents or by divorce or separation 
of the parents in well over half the cases, 
Moreover, almost two-thirds of the parents 
were in marginal or submarginal financial 
circumstances. The high percentage of dis- 
rupted homes is consistent with the findings 
for psychopathic prisoners. 

Only 23% of the technical violators were 
arrested for the first time because of viola- 
tion of the Selective Service Act and only 
% had not served time on previous sen- 
tences for misdemeanors or felonies. More 
than half had a history of one or more 
misdemeanors and almost one-third a history 
of one or more felonies prior to the current 
conviction. A relatively high proportion 


30 


were arrested for the first time on charges 


of intoxication, vagrancy, disorderly con- 
duct, and other crimes against public policy. 


Crimes against property were also fairly} 


high on the list of first arrests. The median 
age at the time of the first arrest was found 
to be 24 years. A little over one-fourth were 
sentenced to adult penal and correctional 
institutions following the first arrest and 
about one-fourth were committed to juvenile 
institutions. 

The most serious transgressions in the 
majority of instances were violations of the 
Selective Service Act. Next in importance 
were crimes against property. In almost half 
the cases the ostensible reason for antisocial 
activity was considered to be an abnormal 
personality organization. Ignorance, lack of 
intelligence, and an inadequate home envi- 
ronment were cited as etiological factors 
in 40% of the cases. Although alcoholism 
was fairly prominent in technical violators, 
intoxication as an excuse for crime was 
claimed in only 2% of the cases. Only 1% 
gave religious or philosophical convictions 
as a basis for violation of the Selective Ser- 
vice Act. However, their claims were not 
substantiated; hence they were not classed 
with the conscientious objectors. 
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Technical violators show up better than 
the psychopathic prisoners in the matter of 
antisocial history. The latter have a strong 
penchant for committing crimes against prop- 
erty. There were fewer first offenders among 
them and a higher percentage with a history 
of prior convictions for both misdemeanors 
and felonies. The median age at the time of 
first arrest was 16.9 years, 7 years less than 
for technical violators. 

Technical violators received comparatively 
mild current sentences, the median being 2.6 
years. However, this is well above the 1.3 
years median for federal prisoners in gen- 
eral, but one year less than the median sen- 
tence for psychopathic prisoners. In 10% 
of the cases the current offense was con- 
sidered a misdemeanor, that is the sentence 
imposed was less than one year and one day. 

The median I.Q. was found to be 88.5, 
indicating dull normal intelligence. It is 
considerably lower than the median I[.Q. of 
102 computed for psychopathic prisoners. 
One-third of the technical violators had no 
mental disease, one-third were found to be 
definitely psychotic, and the rest were diag- 
nosed as simple adult maladjustment, psy- 
chopathic personality, mental deficiency, and 
other types of mental disorders. The above 
classification is based on both camp and 
hospital cases and represents the final psy- 
chiatric diagnosis. 

A little over one-half had no physical de- 
fects, but one-third had major physical dis- 
orders which would have excluded them 
from military service. Considering all fac- 
tors, neuropsychiatric, physical, and other, 
only 25% of the technical violators could 
have been considered fit for military duty. 
Of course, more might have slipped by the 
comparatively cursory induction examina- 
tion, but certainly not if all the facts were 
known. 

While at the Medical Center for Federal 
Prisoners the majority were assigned to 
maintenance work, but almost one-fourth 
could not be assigned to any work because 
of mental or physical disability. Practically 
all who could work made a satisfactory or 
better adjustment on the job. Just a small 
percentage took advantage of the institu- 
tional educational program. Only 14% made 
a poor dormitory adjustment. 


A little over one-third got into disciplinary 
difficulties while at the Medical Center 
chiefly for minor infractions of the rules. 
However, in 18% of the cases the violations 
were serious enough to warrant punitive 
segregation and in 1% of the cases for- 
feiture of good time. None of the technical 
violators was considered an outstanding dis- 
ciplinary problem. Because of mental illness, 
21% had to be placed in therapeutic or ad- 
ministrative segregation for varying periods 
of time. Compared with the behavior at the 
transferring institutions, improvement was 
noted in 11% of the cases and a change for 
the worse in 11% of the cases. 

The average number of months served on 
the current sentence was found to be 16.3, 
of which 12.8 months were spent at the 
Medical Center. A little over one-fourth 
were discharged on conditional release, 
slightly less than one-fourth on maximum 
expiration of sentence, 21% on executive 
order or regular parole, 12% by minimum 
expiration, 2% by transfer, 1% by other 
methods; and 14% had not yet been dis- 
charged at the time the present study 
was completed. The percentage of paroles 
granted is only slightly less than the per- 
centage granted for federal prisoners in 
general. 

A little over one-third of the technical 
violators were in need of further medical 
or psychiatric attention at the time of re- 
lease. Only 20% were considered good pros- 
pects for refraining from further delin- 
quency. However, follow-up studies of those 
released revealed that after an average of 
22.8 months in the free world only 15% 
had a record of further trouble with the law. 

To sum up, the general makeup of tech- 
nical violators is essentially the same as that 
of federal prisoners as a whole. Technical 
violators caused very little trouble in the 
institution and accepted their imprisonment 
without any undue resentment. Judged by 
the Medical Center findings only a ‘small 
proportion of technical violators would have 
been suitable for military service. 


THE JEHOVAH’s WITNESSES 


Over three-fourths of the Jehovah’s Wit- 
nesses were received at the Medical Center 
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for Federal Prisoners direct from the courts. 
The vast majority were classified on admis- 
sion as prison camp cases. Of the 16% on 
hospital status, 44% were considered psy- 
chotic and 56% as chronic medical patients. 

The Jehovah’s Witnesses could have been 
classified as conscientious objectors as far 
as the Selective Service Law was conceined. 
However, some refused alternative service 
on the grounds that it would interfere with 
their religious activities. Others claimed 
that they were ministers and should be ex- 
empt from any type of service. Such con- 
cessions could not very well be made because 
it would leave a loophole for unscrupulous 
individuals to make similar claims. Most of 
the Jehovah’s Witnesses violated the law by 
failing to report for induction. Some failed 
to report for alternative service, and some 
refused to take the physical examination. 
Only 1% failed to register, and only 1% 
lost touch with their local Selective Service 
Boards. 

According to Messenger’’(7), Jeho- 
vah is the founder and organizer of his 
witnesses on earth. Abel was the first of 
the ancient witnesses. Enoch, Noah, Abra- 
ham, and John the Baptist were other his- 
torical witnesses. Most prominent, however, 
was Christ, who designated others to con- 
tinue the testimony by saying, “Ye shall be 
witnesses unto me... . unto the utmost 
part of the earth.” (Acts 1:8) 

However, as Stroup(8) points out and 
“The Messenger” confirms, the modern Je- 
hovah’s Witnesses sect was founded by 
Charles Taze Russell in 1872. The move- 
ment started as a Bible study society, but 
soon expanded into active proselyting and 
the publishing of various religious tracts 
which were distributed at churches, in the 
homes, and on the streets. The name Jeho- 
vah’s Witnesses was officially adopted by 
the group in 1931. 

In 1916 Joseph Franklin Rutherford be- 
came the leader of the sect succeeding upon 
the death of Russell. Rutherford and sev- 
eral officials were sent to prison during 
World War I because of their opposition to 
it. Because of this, the movement suffered 
a severe setback, but it came back stronger 
than ever when Rutherford “returned from 
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captivity.” Upon the death of Rutherford, 
N. H. Knorr was chosen as the leader of 
the sect in 1942. He, together with other 
officials, constitutes the governing body. The 
central office also has “servants” who visit 
various local congregations. 

here are no ministers in the ordinary 
sense of the term assigned to congregations, 
One individual, locally selected, usually leads 
the rest in Bible study meetings. Members 
who devote their full time to religious ac- 
tivities are known as “pioneers.”” Those who 
devote part time to distributing tracts are 
called “publishers.” Their zeal in dissemi- 
nating information about their beliefs has 
made them obnoxious to many citizens, es- 
pecially those of the Catholic faith. During 
peacetime Jehovah’s Witnesses attracted un- 
desirable publicity because they would not 
permit their children to salute the flag in 
school. 

Their religious tenets are based on certain 
interpretations of the Bible. They do not 
believe in the Trinity, claiming that Jehovah 
is the only God and that Christ is not the 
son of God as so many Christians be- 
lieve. Neither do they subscribe to the 
theory of a purgatory or that Hell is a place 
of eternal torment. According to them man 
does not have inherent immortality but those 
of the church “company”’ seek immortality 
as a prize. Man does not have a soul but 
is a living soul. His salvation is through the 
ransom sacrifice of Christ. Furthermore, 
Jehovah’s Witnesses do not believe that God 
is responsible for the woes of mankind. 

Jehovah’s Witnesses derive considerable 
emotional gratification from certain prophe- 
cies. Up to 1914 they prophesied the end of 
the Gentile times when Satan’s uninterrupted 
rule would end and 144,000 of the “church 
class” would be accepted to reign with Christ 
in Heaven. They still believe that Satan's 
rule ended in 1914. The current prophecy 
is that “millions now living shall never die.” 
Paradise will be re-established on earth and 
there will be an “earthly class” who will live 
forever as human beings. 

There were very few Negroes among the 
Jehovah’s Witnesses at the Medical Center. 
All were native born. In fact 95% had na- 
tive-born parents. Almost half were brought 
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up on farms and only 39% in cities of 5,000 
or more population. About half had some 
high school education, the median grade 
being 9.2. The median age on admission was 
found to be 24, almost 6 years less than the 
median age for technical violators. The ma- 
jority of Jehovah’s Witnesses were engaged 
in agricultural work. Slightly more than 
half were in comfortable economic circum- 
stances prior to admission. None gave a 
history of military service. 

There was no history of homosexuality, 
but 20% were considered sexually immature, 
that is, had few or no sexual experiences. 
Only 1% lived in common-law relationship. 
The majority had never been married. Of 
those who had, 84% were congenially mated. 
All were considered obedient and well-be- 
haved as children. Moreover, 96% had no 
history of objectionable vices or habits as 
adults. More than three-fourths were con- 
sidered sociable individuals. 

The continuity of the childhood home was 
preserved in 85% of the cases. Almost two- 
thirds of the parents were in comfortable 
economic circumstances. Family relation- 
ships were normal in all instances. Although 
family ties were very strong, only 3% of 
the subjects had abnormal attachments to 
members of the family. In all of these, the 
unusual attachment was for the mother. 

Practically all were arrested for the first 
time for violating the Selective Service Act, 
91% being first offenders. The median age 
at the time of the first arrest was found to 
be 23.7 years, and practically all were sent 
to adult penal institutions as the result of 
the first offense. This is understandable since 
the first arrest was for refusing military ser- 
vice or any alternative service. The refusal 
was based on religious convictions in all but 
2% of the cases. In these the primary factor 
was considered to be abnormal personality 
organization. 

Despite their excellent previous records, 
Jehovah’s Witnesses were meted out com- 
paratively severe sentences, the median being 
4.4 years. This is almost 2 years higher than 
the median sentence imposed on psycho- 
pathic prisoners who are confirmed criminals. 

The median I. Q. was found to be 101.5, 
indicating normal intelligence, on a par with 


psychopathic prisoners and_ considerably 
higher than the median I. Q. for technical 
violators. Considering both camp and hos- 
pital cases, 87% had no serious mental dis- 
order, 7% were found to be psychotic, 1% 
psychopathic personalities, 1% mentally de- 
ficient, and 4% had other mental abnormali- 
ties. Likewise, only 5% suffered from major 
physical disorders. Considering all factors, 
80% would have been acceptable for military 
service. Perhaps that accounts for their un- 
popularity in their communities. 

While at the Medical Center for Federal 
Prisoners only 3% were not assigned to 
work, 74% were assigned to maintenance 
duties, and 15% to clerical posts. Only 2% 
turned in poor work performance. In fact if 
it had not been for Jehovah’s Witnesses the 
institution would have had difficulty in find- 
ing inmates to maintain its farm, shops, and 
other activities during the war years. Ap- 
proximately 40% took advantage of educa- 
tional opportunities offered by the institution, 
principally correspondence courses. Most of 
them were interested in learning Spanish. 

Practically all made a good dormitory ad- 
justment. Only 16% were reported for ad- 
verse behavior, chiefly of a minor character. 
Punitive segregation was applied in 5% of 
the cases and loss of camp good time in 6%. 
Therapeutic segregation was found neces- 
sary in 5% of the cases, all of them 
psychotic. 

There were no outstanding trouble makers 
among the Jehovah’s Witnesses. As a group 
they asked permission to hold weekly meet- 
ings in lieu of the institutional church ser- 
vices. Periodically some Jehovah’s Wit- 
nesses from the outside would visit the 
meetings. At one time some of the Wit- 
nesses refused to work in the carpenter shop. 
It turned out that they had been asked to 
make some furniture for the chapel. The 
work was assigned to other camp men and 
the crisis evaporated. In some of the other 
federal institutions it was reported that the 
Witnesses refused to work in any prison 
industry even remotely connected with the 
war effort. 

Jehovah’s Witnesses served an average of 
24.4 months on their current sentences, of 
which 21.2 months were spent at the Medi- 
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cal Center. The majority were released on 
executive order or regular parole. Postmural 
medical or psychiatric care was recommended 
in 7% of the cases. Only 5% were given 
poor delinquency prognosis on discharge. An 
average of 12 months after release, only 1% 
were reported as rearrested and that was for 
further violation of the Selective Service 
Act. 

In summary, Jehovah’s Witnesses repre- 
sent a segment of the noncriminal population 
of the country. They may be obnoxious in 
the communities in which they reside, but 
they were far from obnoxious in prison. 
True, they did resent imprisonment, but they 
looked upon it as a religious trial by ordeal 
and not as a challenge to wage a concerted 
attack upon the federal prison system. 


THE CONSCIENTIOUS OBJECTOR 


Like the other Selective Service Law vio- 
lators, conscientious objectors were received 
at the Medical Center for Federal Prisoners 
both by transfer and directly from the courts, 
over half by transfer. On admission 43% 
were classified as camp cases, the rest as 
hospital patients. Of the latter, 58% were 
considered psychotic, 7% psychopathic per- 
sonalities, and 35% chronic medical patients. 

In 13% of the cases conscientious objec- 
tion was not based on religious beliefs since 
no religious preference was expressed. Only 
5% were members of recognized “peace” 
churches. This is to be expected since most 
of such members accepted alternative ser- 
vice. There were a number of unusual re- 
ligious cults represented in the group of 
conscientious objectors. The largest (13%) 
consisted of Negroes who claimed to be de- 
scendants of Moors and therefore not sub- 
ject to the laws of the United States. They 
professed the Mohammedan religion in keep- 
ing with their Moorish affiliations and 
adopted such names as “Bey” and “El” in 
preference to their true family names. Some 
conscientious objectors were followers of 
“Father Divine.” Still others had their own 
individual religions. Relatively few were 
Catholic and none were of the Jewish faith. 
Orthodox Protestants were represented in 
about the same proportion as in the civilian 
population. 


The majority violated the Selective Ser- 
vice Act either by refusing to register at 
all, by refusing to report for induction, or 
by failing to report for physical examination. 
Only 9% actually got to the point in Selec- 
tive Service procedures where they complied 
with all provisions except for reporting for 
alternative duty and 3% reported for such 
duty, but deserted. 

Distribution according to race was identi- 
cal with the distribution for federal prisoners 
in general. Over three-fourths were native 
born, but one-fourth had foreign-born par- 
ents. More than half were brought up in 
cities of 5,000 or more population and one- 
third on farms. There were more individuals 
with some college education than among 
other Selective Service law violators, but the 
median grade of 9.3 is about the same as 
for Jehovah’s Witnesses. 

Conscientious objectors were fairly old, 
the median age on admission being 29.6; 
hence a good many were past the optimum 
age for military duty. Distribution accord- 
ing to occupation was similar to the distri- 
bution in the civilian population except for 
a higher proportion of agricultural workers 
among the conscientious objectors. Although 
better equipped from a vocational standpoint 
than other Selective Service Law violators, 
over half of the conscientious objectors were 
in marginal or submarginal economic cir- 
cumstances. Despite conscientious scruples, 
3% admitted military service prior to World 
War II, of whom 67% received an honorable 
discharge. 

Sexual immaturity was present in 30% of 
the cases and homosexuality in 3%. Over 
two-thirds had never. been married. Con- 
genial relationships obtained in 62% of those 
who were married. Alcoholism was admitted 
by 7%, nomadism by 9%. The majority 
were considered well-behaved as children. 
Well over half were sociable or did not show 
any marked undesirable traits. However, 
15% were described as predominantly sus- 
picious, 13% as shy, 8% as aggressive, and 
7% as moody or depressed. 

Over two-thirds were brought up in homes 
that were intact during childhood. The ma- 
jority of the parents were in comfortable 
economic circumstances, a few even well-to- 
do. Unusual attachment for the mother was 
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noted in 12% of the cases and unusual dis- 
like for members of the family in 8%. A 
relatively high percentage were the oldest 
of the siblings. 

The antisocial records show that 81% of 
the conscientious objectors were first of- 
fenders, violation of the Selective Service 
Act being the first and only offense. How- 
ever, 16% were arrested for the first time 
for crimes against public policy, such as 
disorderly conduct, vagrancy, intoxication, 
etc. The median age at the time of the first 
arrest was 28 years, 4 years above the median 
for technical violators as well as for Jehovah’s 
Witnesses. The median current sentence 
was found to be 3.6 years, less than the 
median for Jehovah’s Witnesses, but one 
year more than the median for technical 
violators, and on a par with the median for 
psychopathic prisoners. Abnormal person- 
ality organization was considered respon- 
sible for antisocial acts in 27% of the cases 
and religious or philosophical convictions in 
64%. 

The median I. Q. was found to be practi- 
cally identical with the median obtained for 
Jehovah’s Witnesses and psychopathic pris- 
oners. However, there were relatively more 
conscientious objectors with very superior 
intelligence than among any of the other 
groups studied. In the final analysis 51% 
of the conscientious objectors were unsuit- 
able for military service because of mental 
disorders, 10% because of physical disabili- 
ties, and 2% for other reasons. Thus only 
37% were fit for military duty. 

Only 18% of the conscientious objectors 
were not assigned to work because of in- 
ability to work or because of refusal. The 
majority made a good or excellent work ad- 
justment. However, only 18% availed them- 
selves of educational facilities at the institu- 
tion. Less than 20% failed to make an 
average or good dormitory adjustment. The 
majority were not reported for adverse be- 
havior. The most drastic disciplinary action 
taken against those who were reported in- 
cluded punitive segregation in 15% of the 
cases, loss of good time in 5% of the cases, 
and loss of camp good time in 1%. How- 
ever, 25% of the conscientious objectors 
spent some time in administrative or ther- 
apeutic segregation. Compared with the be- 


havior in the referring institution, 15% be- 
came worse at the Medical Center and 19% 
improved. 

All things considered, there were only 9 
conscientious objectors at the Medical Center 
for Federal Prisoners who presented a seri- 
ous problem in management. But their dis- 
ruptive influence was out of all proportion 
to their numbers. Through outside organiza- 
tions they kept up a constant attack upon the 
institution, precipitating 2 major investiga- 
tions and indirectly causing a group of psy- 
chopathic prisoners to stage a riot. 

Conscientious objectors served an average 
of 24 months on their current sentence, 18.6 
months of which were spent at the Medical 
Center. A comparatively small number was 
released on regular parole, but 15% were 
granted executive order parole. The highest 
proportion, however, was discharged on con- 
ditional release. Approximately one-fourth 
required further medical or psychiatric at- 
tention upon release. Most were.considered 
good prospects as far as further delinquency 
was concerned. This is confirmed by the fact 
that an average of 30 months after release 
only 2% were reported for violation of the 
law. 

In summary, conscientious objectors re- 
semble the Jehovah’s Witnesses in that 
neither group is typical of the general run 
of federal prisoners. The conscientious ob- 
jectors do have a more spotty antisocial 
record than the Jehovah’s Witnesses, but 
they are certainly superior to the technical 
violators in this respect. Conscientious ob- 
jectors, on the whole, bitterly resented im- 
prisonment as an unwarranted restriction of 
individual liberty. A few translated this 
resentment into marked resistance and un- 
cooperativeness during their entire period 
of imprisonment. They derived vicarious 
satisfaction by placing the federal prison 
system in as black a light as possible and 
by any means at hand, whether ethical or 
unethical. The most resistant, although few 
in number, shall long be remembered in the 
federal prison system for their eccentricities. 
There were able-bodied, mentally alert con- 
scientious objectors who resisted any attempt 
to make them conform to institutional rou- 
tine. They flatly refused to work, even in 
the prison hospital where they could help 
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their fellow prisoners in the capacity of 
inmate nurses. There were vegetarians who 
not only demanded a vegetable diet, but 
would not wear shoes, belts, or any wearing 
apparel derived from animal sources. There 
were still others who refused to eat, wash, 
shave, or use the toilet. They had to be 
tube-fed and taken care of like infants. 
Most vitriolic of the conscientious objec- 
tors were the Absolutists. Their official 
organ, “The Absolutist,” was a mimeo- 
graphed sheet devoted to the interests of in- 
dividuals with conscientious scruples against 
any form of war service(g). The masthead 
carried a slogan to the effect that “The 
health of a nation is periled if one man be 
oppressed.” To eliminate this peril, the ed- 
itor proposed an anticonscription amend- 
ment to the constitution worded as follows: 


1. Neither slavery nor involuntary servitude shall 
exist within the United States or any place subject 
to their jurisdiction, nor shall it be imposed as a 
punishment for crime or for the purpose of carry- 
ing on war. 

2. “Involuntary servitude” as prohibited in this 
constitution shall be construed to include all com 
pulsory or forced labor or services required of 
any person under penalty for refusal or failure, 
whether such labor or services be for public or pri- 
vate purposes, and whether in time of peace or in 
time of war. (Absolutist No. 9, Nov. 9, 1943. 
page 4.) 


Members of the Absolutist War Objectors’ 
Association were urged to take the following 
pledge: 


1. I am opposed to armed violence on principle, 
and will not cooperate with any individual, group, 
or government in planned violence where destruc- 
tion of life is sure to result. 

2. I am opposed to conscription or forced labor 
on principle, and will not cooperate with any indi- 
vidual, group, or government to impose that form 
of slavery on my fellow men. 

3. I am opposed to censorship and suppression of 
individual civil rights on principle and will not 
support any individual, group, or government that 
attempts to defend itself by such infringements of 
such rights. 

4. I will not engage in any activities connected 
with war, conscription, or censorship and will op- 
pose any attempt to force me to do so. (The 
Absolutist No. 19, Jan. 18, 1944, page 6.) 


In other words the Absolutists refused to 
accept anything but absolute exemption from 
any kind of service imposed by law in time 
of war including civilian public service 
camps and work of national importance. 
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SELECTIVE SERVICE IN THE FUTURE 


World conditions being as unsettled as 
they are we must face the prospectus of 
Selective Service for a third time. It is not 
very likely that the Bureau of Prisons can 
pass the problem on to some other Federal 
\gency. Certainly the military authorities 
would not care to assume responsibility for 
Selective Service Law violators, not after 
their experience in World War I. Further- 
more, it is a civilian problem.. But, whoever 
assumes it, some thought should be given 
toward mitigating it. 

As far as the Absolutists are concerned 
nothing short of complete freedom to do as 
they please will satisfy them. They have 
made it clear that any form of involuntary 
servitude is unconstitutional and therefore 
repugnant to them. This is recognized as 
fallacious reasoning even by Cornell(4), 
who is quite sympathetic toward conscien- 
tious objectors. Legally involuntary servi- 
tude applies to working for a private master, 
not the government. Moreover, it is an 
inherent duty of every citizen to render mili- 
tary or whatever alternative service that may 
be provided for in times national 
safety is threatened. 


when 


At the other extreme, we have the equally 
rabid patriots who have nothing but con- 
tempt for a man who refuses to fight for 
his country. They make such proposals as: 
“take him up in a plane and dump him 
behind the enemy lines and let the enemy 
worry about him, execute him, put him on 
an island and forget about him, let him fight 
or starve.” 

The general public, however, does not 
register such crushing disapproval of con- 
scientious objectors. Crespi made an inten- 
sive study of public sentiment in this respect 
and reported his findings in a series of 
papers. Briefly he found that at the begin- 
ning of World War II(10, 11) almost one- 
fifth of the nation approved of conscientious 
objectors based on Gallup-type polls. Be- 
tween March, 1944, and April, 1945, there 
was a further decrease of 8.9% in disap- 
proval. Over one-third of those polled de- 
clared that they could accept conscientious 
objectors as closely as relatives by marriage, 
that is, they would not discriminate against 
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them or reject them to any degree whatso- 
ever. 

The more reasonable of the conscientious 
objectors expressed a liking for the British 
plan put into operation during World War 
II(4). Under this plan anyone who objected 
to war on grounds of conscience was placed 
in a special register kept entirely separate 
from the military register. A local tribunal 
then heard his case. It could make the 
following decisions: 


1. Register the individual unconditionally as a 
conscientious objector. 

2. Register the individual as a conscientious ob- 
jector on condition that he undertake work of a 
civilian character under civilian control. It could 
be the job he was already holding. 

3. Place the individual on noncombatant duty 
with the military forces. 

4. Deny the application and place the indi- 
vidual on the military register. 


If dissatisfied with the decision of the local 
tribunal, the individual could appeal to an 
appellate tribunal presided over by a county 
judge. 

Efford(12) claims that local tribunals re- 
viewed 59,836 cases. Of these 5% were 
granted unconditional exemption, 37% con- 
ditional, 28% were assigned to noncombat- 
ant duty, and 30% were placed on the mili- 
tary register. There were 18,653 appeals to 
the appellate tribunals, who reversed the de- 
cisions of the local tribunals in 51% of the 
cases. Furthermore, 1,755 appeals were 
heard from men already in prison. Of these, 
61% were released from prison. 

The point is that even in Britain some 
conscientious objectors were sent to prison. 
So it would be with any practical plan de- 
vised. Absolutists would refuse to register 
at all even as conscientious objectors as long 
as there was any compulsion attached to it. 
Certain of the Jehovah’s Witnesses would 
not want exemption as conscientious objec- 
tors, but as ministers. Technical violators 
would continue to be careless about their 
obligations. 

Nevertheless, some revisions of our past 
procedures might well be considered. The 
Selective Service Law could be modified so 
as to include among legally recognized con- 
scientious objectors those individuals known 


to be opposed to war on philosophical or 
ethical grounds and not on purely religious 
beliefs. The British plan has a great deal 
of merit as far as registration, appeal, and 
disposition of conscientious objectors are 
concerned. A good case can be made for 
giving to Jehovah’s Witnesses who devote 
their full time to religious work, such as the 
“pioneers” and “servants,” exemption as 
ministers. Jehovah’s Witnesses who devote 
only part-time to religious work might be 
classified as conscientious objectors and al- 
lowed to remain on the farms and jobs they 
hold as their alternative service. They are 
of more use there than in civilian public 
service camps or in prison. 

Unless otherwise exempted or disposed 
of, all registrants should be compelled to go 
through all procedures up to and including 
the induction examination. This would weed 
out all those who were unfit for military 
duty. Opportunity for judicial review should 
come after the induction examination has 
been completed and before the military au- 
thorities assume jurisdiction. This would 
mean that fewer individuals would refuse 
to come up for induction. Technical viola- 
tors of the law when apprehended should 
go through the induction examination before 
legal action is taken. If they are found fit 
for military service, they should be placed 
on probation and taken into the armed 
forces. If they are found unfit, they should 
be placed on probation and returned to the 
community to perform some useful work or, 
if too sick to work, placed in an appropriate 
hospital. 

If, despite all these provisions, the indi- 
vidual refuses to comply, although fit for 
military service, then there is nothing left 
but imprisonment. Most of those refusing 
to comply would be Absolutists or close kin. 
There would not be very many of them; 
consequently they could be sent to one spe- 
cial institution where it would be possible 
to relax censorship and make concessions 
that are impractical in regular penal or cor- 
rectional institutions. In other words, they 
would be given everything but the liberty 
which they prize above all else. That would 
be punishment enough. 
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SUMMARY 


1. A study of 708 Selective Service Law 
violators admitted to the Medical Center for 
Federal Prisoners during World War II is 
presented. 

2. The subjects naturally group them- 
selves in three categories, namely, technical 
violators, Jehovah’s Witnesses, and conscien- 
tious objectors. 

3. Technical violators comprise the largest 
group. They differ very little from the run- 
of-the-mill prisoners. Only 25% of the 
technical violators would have been suitable 
for military service if they had submitted 
to induction. 

4. Jehovah’s Witnesses were the next 
largest group. They refused military service 
on the grounds that it would interfere with 
their religious activities or demanded to be 
exempted from all service on the grounds 
that they were ministers. Jehovah’s Wit- 
nesses represent a segment of the noncrimi- 
nal population of the country. Unlike the 
technical violators 80% would have been fit 
for military duty if they had submitted to 
induction. 

5. The conscientious objectors were the 
least in numbers, but the most in nuisance 
value. Like the Jehovah’s Witnesses the 
majority were not criminals in the ordinary 
sense of the word. They refused military 
or alternative service either because of relig- 
ious or because of philosophical scruples 
against war. Only 37% would have been 
found fit for military duty if they had sub- 
mitted to induction. 


SERVICE LAW VIOLATORS 
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6. Suggestions are made for improving 
future Selective Service procedures. 
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THE ROLE OF RHYTHMIC PATTERNS IN CHILDHOOD * 
REGINALD S. LOURIE, M. D.,? Wasuincton, D. C. 


We have come to think of rhythmic 

activity as an integral part of almost all 
processes in the living organism. Rhyth- 
micity is demonstrated not only in such 
things as the chemical and electrical aspects 
of physiological functioning, but also in the 
breathing, feeding, sucking, and peristalsis 
of infants. Crying is a more or less rhythmic 
expression. It was long ago found that the 
infant is comforted by rocking in its uncom- 
fortable periods or times of distress. The 
rocking cradle was standard equipment for 
the child. Rocking chairs for nursing moth- 
ers are no longer fashionable, but it is re- 
ported that they too were a great comfort to 
young infants. 
If we follow the maturational process in 
the asynergic, incoordinated newborns as 
they develop cephalocaudad motor control, 
we see a certain number of them, usually 
healthy in every discernible way, supplying 
their own rhythmic patterns. By the time 
they are 2 to 3 months of age, a few of them 
are rocking their own heads, the only part 
of their bodies over which they have some 
voluntary control. By the time they are 6 to 
10 months of age, more of them are rocking 
their heads and a few others have gone into 
more dramatic forms of rhythmic activity 
such as banging their heads actively against 
their crib headboards or getting up on their 
hands and knees and rocking rhythmically 
back and forth. 

This study reports the observations in 130 
such children. The youngest child encoun- 
tered in this type of activity began it at I 
month of age—the latest onset was at 2 years. 
About 5% more boys are involved than girls. 
In all these children these movements were 
definitely voluntary and without nystagmus, 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

From Rochester Guidance Center, and the De- 
partments of Psychiatry and Pediatrics, University 
of Rochester School of Medicine and Dentistry, and 
the Strong Memorial Hospital, Rochester, New 
York. 

2 Director, Department of Psychiatry, Children’s 
Hospital. 


appearing to be thus differentiated from 
spasmus nutans and similar involuntary head 
movements. 

With some of the children these rhythmic 
movements are transitory. In others they 
remain for months, or even years. In an 
unselected pediatric clinic population 15%- 
20% of the children had rocked, banged, or 
swayed in one form or another for a longer 
or shorter time. In private practice the 
figure is smaller, 10%. In the 5% of chil- 
dren in which these patterns last longer they 
go on usually until the child is 24 to 3 years 
old. Occasionally, however, we see it pro- 
longed much past this point. We have seen 
it persisting in pure form in children up to 
I2 years of age. In the older children this 
rocking or swaying behavior is in some cases 
continuous from infancy, while others return 
to it under varying conditions. But in the 
vast majority, as the children have gotten 
older, these larger rhythmic patterns have 
changed in form instead of being dropped 
completely. 

Sooner or later the children appear to 
realize that the adults around them are con- 
cerned about these motor activities. The 
adults want to do something about the hair 
that’s rubbed off by the head roller and the 
bruises and callouses of the head banger. 
The noise made by the crib as it is rocked 
across the floor has had considerable nuisance 
value such as broken leases and irritable 
neighbors. Many pressures are put on these 
children to modify these activities. Many 
ingenious contrivances have been devised to 
harness the disturbing and supposedly aim- 
less movement, sometimes justifiably, to al- 
low the rest of the family a night’s sleep. In 
spite of the ineffectiveness of such restraints 
and devices the prognosis is better than it is 
for snoring. The children either eventually 
decide to conform to the wishes of their 
elders, no longer need the larger rhythmic 
patterns, or else they substitute other pat- 
terns for them. We see a variety of partial- 
izations of the original rhythmic forms or 
isolation of the movement to one part of the 
body. Examples are rhythmic toe curling, 
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tooth grinding, ear pulling, finger tapping, 
nose rubbing, and skin scratching, among 
many possible variations. Many of these 
substitutes can be carried into adult life, 
often acquiring other uses and values. Other 
repetitive activity forms which appear about 
the time of spontaneous disappearance of 
rocking and swaying are the stereotyped play 
patterns described by Bender and Schilder 
as impulsions(2). 


CONSIDERATIONS ON CLINICAL VARIETIES OF 
CHILDHOOD RHYTHMIC PATTERNS 


When we examine these motor phenom- 
ena of a repetitive nature in early childhood 
we see them as apparently having a common 
denominator at their onset and for a varying 
period afterward. In origin they appear 
to represent an attempt to experience move- 
ment for the kinesthetic sensations that play 
an important role in the infant’s develop- 
ment(8). In this connection Mahler(19) 
has observed that motor release is the most 
important and soundest device of the grow- 
ing child to serve ego growth and obtain 
balance. These rhythmic activities seem at 
this point to provide a means for helping 
the infant in its mobilization to achieve con- 
trol. There are apparently wide variations in 
the constitutional needs of different children 
for such movement play and experience, and 
it seems to be more marked in children whose 
control over motility is less easily developed. 
In some cases there seems to be a familial 
tendency to this type of movement. For ex- 
ample, one mother, who together with her 
2 sisters had rocked their beds, now had 
3 children who rocked their beds. 

Clinically, the most common time for the 
onset and use of rhythmic motor patterns is 
when an infant is in the transition between 
one stage of growth and development and 
the next. A classical instance is the child 
who can only sit but is struggling with a 
drive to stand which it cannot carry through. 
At this point it may be found either be- 
ginning, or having an exacerbation of, rhyth- 
mic body movements. These often become 
diminished or drop out completely after 
maturation has proceeded far enough to al- 
low it to stand. When this same child is 
ready to take its first step out on its own 
but keeps falling, then rocking, shaking, or 


head rolling may recur or again become 
more active. This phenomenon may occur 
too in the face of deprivation. At any point 
in its course a secondary value may become 
prominent, and the repetitive movement then 
seems to take on the nature of an additional 
need or satisfaction in addition to its organ- 
izing and mobilizing effect. 

In some infants these rhythmic movements 
seem to have a predominantly pleasure value, 
The 6-month infant rocks, or 
shakes when music plays has been described 


who sways, 
as obtaining movement pleasure(16). This 
is seen in older children too in the face of 
lack of play outlets, mionotony of interest and 
life, as in orphanages and institutions for 
mental defectives. In addition to the “pleas- 
ure from movement” factor there are a num- 
ber of children who only rock when they 
are pleased with what they have accom- 
plished, such as when they have had a 
particularly satisfying meal, are praised, 
are successful, admired, or having pleasant 
thoughts. It has been observed in this con- 
nection that in some children thumbsucking 
sometimes seems to represent more than a 
need for oral-sucking satisfaction. In such 
infants and children, it is usually found that 
they suck their thumbs particularly after 
their hunger appears to be completely satis- 
fied. In such individuals it appears to be 
different from the drive to satisfy sucking 
needs. At such a stage, thumbsucking and 
its substitutes may with the 
pleasure-expressing use of the other rhyth- 
mically repeated motor phenomena. Ex- 
amples are the infant who didn’t suck its 
thumb before feedings and when hungry, but 


be equated 


sucked it for hours after apparent satiation 
of its hunger; the child of 6 who sat and 
rocked whenever he did anything pleasing 
to himself or was praised when he had the 
right answers in school; the 12-year-old girl 
who audibly and rhythmically sucked her 
tongue only when happy and when listening 
to musical selections she liked. 

Probably in the over-all picture of their 
use the most widespread function of the 
rhythmic motor patterns in children is to 
express and relieve tension and anxiety. 
Kubie(15) feels that “manifestations even 
of normal repetitiveness arise from the re- 
currence of ungratified demands; in other 
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words, when an instinctual demand encoun- 
ters delay or ultimate frustration. To such 
an experience the child’s inevitable reaction 
must be to try again, to restate its tension 
and need by whatever method of expression 
it has learned to use.” Mahler(19) has ob- 
served that motor release forms an always 
available safety valve against anxiety. While 
the origins of the rocking and other rhythmic 
forms observed in this series usually are not 
in tension-producing situations, they are 
often used sooner or later to announce 
and/or try to relieve apprehension, dissatis- 
factions, anger, threats, boredom, pain, and 
frustration. Where this secondary value has 
become prominent, it is the chief cause of 
their persistence past one year of age. Their 
correlations with thumbsucking in this re- 
gard are striking. Indeed, thumbsucking at 
times is interchangeable with bed rocking, 
etc. The greatest use of these manifestations 
in relieving tension is as a prelude to sleep. 
If awakened, the infant who uses this “re- 
laxational expedient” (10) must rock its body 
or roll its head to fall asleep again. One in- 
fant was encountered whose parents rocked 
it to sleep in a Taylor Tot every night and 
therefore it didn’t have to rock itself. How- 
ever, if it wakened, the parents would have 
to remove it from bed and rock it again. A 
6-months-old infant may be mentioned who 
began rocking its head when the family was 
moving, stopped after a month, began again 
at 18 months when family moved again. 
There was also the 11-months-old boy who 
began rocking when his family was preparing 
to move and stopped when the parents were 
able to be more relaxed on arrival in a new 
home in another city. 

This tension-relieving or expressing role 
seems to be closely related to another func- 
tion served by these movements, that of sup- 
plying compensatory satisfaction. This is 
true in children whose movement is re- 
stricted, as Levy has shown in his studies 
on movement restraint. Many forms of 
stereotyped rocking or swaying movements 
are found in children confined by illness or in 
cribs, playpens, tied down in hospital beds, 
etc. Interesting correlations have been made 
between these patterns in children and the 
headshaking behavior of closely confined 
hens, the weaving tics of horses confined to 


their stalls, the upsweeping head movements 
of caged bears(18). Illness in particular may 
initiate rhythmic movement forms. Children 
with chronic limiting illnesses such as severe 
congenital heart disease are not unusually 
found to resort to this type of activity in 
the absence of any other. Acute illness 
may foster a return to previously present but 
long gone rocking or swaying. 

This principle applies equally as well to 
children whose motility is constricted or 
disturbed on an intrinsic basis as it does to 
those with environmentally imposed move- 
ment restrictions. Thus some infants with 
organic brain damage resulting in consider- 
able loss of motility will adopt rhythmic pat- 
terns to the limit of their ability to move. 
Then too, the child who is able to get 
around, but whose motility is awkward, 
distorted or frustrating, will seek compensa- 
tory motor satisfaction in stereotyped pat- 
terns of movement. 

The same principle would seem to be ap- 
plicable to children with “head-rolling rick- 
ets.” The children presenting this symptom 
have, in addition to weakness, reportedly 
also shown bone changes which delay the 
acquisition of motor skills. 

Similarly, children who are frustrated 
from achieving intellectual satisfactions have 
been seen to select this form of expres- 
sion of dissatisfaction and/or compensatory 
satisfaction. Since mental defectives often 
have both inferior motility and ability to 
adjust it should not be surprising that many 
of them indulge in repetitive patterns of a 
motor nature, increasing in degree as they 
are increasingly unable to adapt success- 
fully to the demands of their environments. 
Apparently in such defective children these 
manifestations can become very readily fixed 
and exaggerated as a form of satisfaction. 
In fact, it is so prominent in this group that 
some recent pediatric texts describe head 
rocking and banging as indicative of mental 
deficiency. 

Characteristic of the entire group in which 
motility disturbances, confinement, frustra- 
tion, and deprivation are prominent is the 
usual disappearance of the repetitive rocking 
or swaying and their substitutes, once the 
movement restraint is relieved, the disturbed 
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motility is corrected, or better compensatory 
satisfactions are provided. 

Another group in which these rhythmic 
body movements seem to serve a purpose 
includes older children with special problems 
limiting not only motility but also perception. 
A 7-year-old boy with 70%-80% loss of 
vision on a hereditary basis displayed a rhyth- 
mic swaying and whirling in preparation for 
carrying out requests or initiating any un- 
familiar activity or game. Such whirling 
is reported to be not uncommon in blind 
children(21). 

An 11-year-old moderately severe cerebral 
spastic girl of normal intelligence, who had 
great speech difficulty, rhythmically rocked 
back and forth in situations where she par- 
ticularly wanted to be clearly understood, 
and then she could come out with intelligible 
speech. One wonders whether in such cases 
the rhythmic movements do not supply a 
means of overflow of distracting and poorly 
directed motor impulses, providing a mobiliz- 
ing factor much like the rhythmic patterns 
some stutterers use before they can get a 
word started. 

Childhood schizophrenia provides still 
another opportunity to observe rhythmic 
forms of motility. Some schizophrenic chil- 
dren spend hours in rhythmic body play. An 
island of intact perception and contact with 
reality is often found in such children in their 
interest in, and response to, classical music, 
which can often quiet them in disturbed 
periods. In these cases the stereotyped, repet- 
itive body movements appear to be in the 
nature of regressive phenomena, a return to 
infantile motility patterns, representing a 
return to a narcissistic level of movement 
satisfaction. These children can be thought 
of as being deprived of their usual motor 
outlets in the presence of the catastrophic 
process which has involved, among many 
other functions, their ability to use or obtain 
satisfactions from many of the motor skills 
they had developed before their illness. 

One variety of rhythmic movement pattern 
which does not fit into any of the previous 
categories is the apparently normal infant 
who rocks only in its sleep. This form begins 
when the child is able to get up on its hands 
and knees or can sit up. It rarely persists 
beyond 24 to 3 years of age. It is not a 
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“relaxational expedient’’ in Gesell’s terms, 
although some of these children do rock 
themselves to sleep in addition. The sleep 
rocking begins sometimes hours after the 
child has fallen asleep and may continue for 
hours. It will stop if the child is awakened. 
(It does not depend on darkness as does 
spasmus nutans, because it occurs during 
daytime naps too.) More striking possibly 
than the rocker is the infant who bangs its 
head while sound asleep, in some cases sitting 
up. Some of these children seem to be not 
completely asleep. 

Five cases, 2 girls and 3 boys, have come 
to attention in whom bed rocking and body 
swaying are the presenting or prominent 
symptoms later in childhood. In each of these 
children, ranging in age from 7 to 12 years, 
the persistent symptom had its roots in early 
childhood, but in 2 of them it had dropped 
out of sight for 2 and 4 years respectively. 
An example of this group is a passive, 
repressed, anxious, unhappy, 49-year-old 
Italian-American girl of average intelligence 
who, from I to 3 years of age, had rocked 
from side to side in her sleep, lying on her 
back with her right arm tucked under her. 
At 7 she was exposed to a series of shifting 
environments because her promiscuous, al- 
coholic mother refused to care for her. In 
each foster home she began rocking in her 
sleep within a week of placement, persisting 
in it until she was returned home by sleepy- 
eyed, baffled foster parents. The rocking 
would then stop until her mother placed her 
again. This pattern continued for 2 years 
until the mother’s asocial activities brought 
her a penitentiary sentence. After the girl 
was prepared for a placement with her ma- 
ternal grandmother with her mother out 
of the picture, no further rocking was evident. 


THE NATURE AND SOURCES OF THE 
RHYTHMIC MOVEMENT 


Explorations into the characteristics of 
rhythm, actively carried on from 1890 to 
1920(22), have been summarized by EI- 
canon Isaacs(13) as indicating that there 
is no rhythmic experience which is limited 
to one form of sensation. Rhythmic experi- 
ence is a grouping of auditory, kinesthetic, 
tactual, and visual stimuli. These are inter- 
related and depend on each other. 
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Titchener’s extensive observations(25) led 
to his feeling that the existence of the kines- 
thetic sensation is primarily linked to audi- 
tory stimulation, probably chiefly due to con- 
traction of the tensor tympani of the middle 
ear. This thesis seems to be borne out by 
the head banger in whom the auditory sensa- 
tion produced by its activity is not only an 
integral part of the rhythmic movement but 
appears to be its most important component, 
although the vestibular apparatus is also con- 
cerned. Following out this premise a series 
of preliminary experiments were attempted. 
A metronome was set in action at the bed- 
sides of 2 diurnal, purposeful head bangers 
and 2 children who banged their heads in 
their sleep. The children ranged in age from 
12 months to 26 months. When the metro- 
nome was set at the same tempo that the 
child was using in its head banging it in- 
variably stopped the activity. The sleeping 
children remained asleep but quiet. When the 
metronome was stopped, only the daytime 
head bangers sooner or later (3 to 15 min- 
utes) resumed the head banging. When the 
metronome beat was slowed, one of the 
awake and consciously aware children re- 
turned to its own preferred rhythmic tempo. 
One of the sleeping children woke up. When 
the metronome was speeded up, they all 
stopped their movement but resumed it 
within 15 minutes after the superimposed 
rhythm was stopped. These maneuvers were 
also tried with one sleep rocker but he did 
not stop his rocking. 

The extremely small numbers involved in 
these uncontrolled experiments would in 
themselves make them unreliable. It must 
also be considered that the supposedly sub- 
stitute auditory stimulus could have had a 
predominantly distracting value. They are, 
however, mentioned here as a basis for specu- 
lating on the role of the auditory experience 
in the head banger and to point a direction 
for further exploration. 

Sherrington(23) felt that the ultimate 
basis of all rhythmic experience rests on a 
series of definite time units. Subjective time 
units or “mental time beats” have been 
postulated(13) and this is confirmed in the 
children studied here. In the great majority 
of the children who rock, roll, bang, or sway 
the pacemaker is the heart beat. Possibly 


this also has an auditory component since, 
as reported by Clausen, a great many indi- 
viduals can distinctly hear their own pulses, 
with the sound localized to their ears. When 
the rhythmic movement is used for expres- 
sion or relief of tension, anger, or any situa- 
tion that will increase heart rate, the rate of 
rhythmic movement increases correspond- 
ingly but not always to the same extent as 
the rise in pulse. This is true not only for 
the body rocker or the head banger, but 
is also dramatically displayed by the older 
thumbsucker who, when disturbed, will suck 
its thumb furiously. The increased rate of 
the rhythmic activity seems not only to serve 
the purpose of stating and relieving the 
child’s upset state, but also seems to serve 
a homeostatic function in that the rhythmic 
movement often has a retarding effect on 
the heart rate at such times. 

In a minority of the children in this series 
the pacemaker is the breathing rate. The 
same acceleration with anger or stress and 
the secondary retarding action operates in 
these cases as is found where the pulse pro- 
vides the subjective time unit. Possibly this 
phenomenon adds to the evidence of a physi- 
ological basis for Coleman’s(5) clinical ob- 
servation that rhythm of movement is the es- 
sential factor in development of endurance 
and postponement of fatigue. 

Somewhat fragmentary but impressive 
evidence has been accumulated (summarized 
by Kubie(15)) which indicates that there 
is a basis in organic brain structure and 
physiology for repetitive behavior. Brick- 
ner’s work in which stimulation of a certain 
brain area produces repetitive speech phe- 
nomena is indicative of such an organic func- 
tion. In Kubie’s own experimental work 
on ablation of certain cortical zones in mon- 
keys, perseverating acts have sometimes re- 
sulted. Freeman and Watts(7) in their 
postoperative observations on prefrontal lo- 
botomy patients report similar perseverative 
behavior. Clinically, in the epilepsies and 
some postencephalitics, repetitiveness in 
activity patterns is characteristic. Kubie 
concludes, “The brain is so organized as 
to offer a physiological substratum for auto- 
matic repetitiveness, both of fragments of 
behavior and of more complex patterns of 
behavior.” 
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It is felt that such a concept of a neuro- 
physiological basis for repetitive, stereotyped 
activity may be needed to explain the sleeping 
bed rocker and head banger. One wonders 
if during sleep, with cortical inhibition di- 
minished, reflex motor expression of rhyth- 
mic activity of the brain at rest is not per- 
mitted. Adrian(1) points out that ‘“‘the 
physical source of an act may be thought of 
as a more or less stable pattern of electrical 
eddies forming itself in some part of the 
brain. The pattern, like a system of ripples, 
may expand and dominate the brain for the 
time being or it may remain in the larval 
form, ready to grow when the conditions 
are favorable to it.” Since the rhythmic 
motor activities in some children are sus- 
pected of supplying a fundamental need by 
playing a part in the expression of instinctual 
drives and furthering ego growth, one won- 
ders, when the use of the repetitive motility 
patterns is not compatible with the condi- 
tions and pressures in a child’s environment, 
whether these patterns may not be sup- 
pressed but remain in larval form, in 
Adrian’s terms, ready to be expressed when 
conditions are more favorable, as during 
sleep. 

One cannot leave a discussion of the na- 
ture and sources of the need for rhythmic 
expression in the infant and child without 
being tempted to speculate on the role of 
prenatal factors. This has been mentioned 
but discarded, but the possibility of persis- 
tence of remnants or memory traces of 
intrauterine experience is not remote and 
cannot be discounted entirely(11). During 
its intrauterine existence the fcetus is con- 
stantly exposed to a variety of rhythmic ex- 
periences, the most prominent of which is 
the aortic pulse which can often be easily 
palpated through the pregnant uterus in the 
later stages of pregnancy. It is conceivable 
that during times of stress or tension the 
infant could be, through rhythmic body activ- 
ity, attempting to recreate the conditions of 
the period of its life in which it had its great- 
est security. 


Tue Use oF THE RHYTHMIC MOVEMENT 


We may possibly better understand the 
child’s use of rhythmic movement if we 
scrutinize the rhythmic and movement com- 


ponents separately. First, considering the 
repetition of movement, Susan Isaacs(14) 
has summarized its most obvious uses in 
children as an impulse to growth, and as a 
means of developing movement skills by re- 
peating movements, at the same time pro- 
viding a form of pleasure. Children, like 
adults, freely use movement as one of the 
manifestations through which they express 
their dissatisfaction or discomposure. The 
anxiety-driven child may not infrequently be 
hyperactive. Conversely, anxiety or tension 
may be found in the child who becomes less 
active, easily fatigued, or lethargic. 

Considering the rhythmic component of 
such stereotyped movement, it was accepted 
as far back as the Greek dance and expressed 
by Darwin that “emotional expression be- 
longs to rhythmical forms’(6). Wundt felt 
from his studies(26) that rhythm has a 
large element of affective tone associated 
with it, that it arises from feelings of ex- 
pectation and satisfaction, and that it depends 
on repetition of feelings of tension. In fact, 
rhythm is defined as movement in time, 
characterized by alternation of tension and 
relaxation. 

On the basis of this evidence it is sug- 
gested that rhythm and movement serve 
similar rdles and complement each other in 
their association to further growth, express 
tension and pleasure, and achieve relaxation. 

Howard Hanson, approaching the prob- 
lem from the musician’s viewpoint of the 
effects of rhythm, points out(12) that rhythm 
is the modality through which effects are 
largely obtained which are soothing or ex- 
hilarating, quieting or disturbing: 

Everything else being equal, the further the tempo 
is accelerated from the pulse rate—the greater be- 
comes the emotional tension. 

If the rhythm is regular and the accents remain 
strictly in conformity with the basic pattern, the 
effect may be exhilarating, but will not be dis- 
turbing. 

Rhythmic tension is heightened by the extent to 
which the dynamic accent is misplaced in terms of 
metric accent. 


It would seem that Hanson’s postulates 
recognize the same basis for the use of 
rhythm in music as has been seen here in 
the child expressing or attempting to relieve 
its tension, expressing pleasure and anger. 
Looking further, we can suspect the latter 
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purpose not only in popular music as Hanson 
had, but also in such mobilizing and tension- 
building activities as the war dances of 
primitives. 

At some time or other in its course most 
parents and many doctors equate the child’s 
bed rocking and some of the other repetitive 
movements with genital masturbation. There 
is no clear evidence for this equation in the 
younger children in terms of the rhythmic 
activity being a substitute for genital mas- 
turbation. We can confirm Langford’s ob- 
servations that erections do not occur as part 
of such activity in boys. However, a rare 
individual has been seen who was frus- 
trated by parents in masturbation during the 
phallic stage and who then returned to rhyth- 
mic motor patterns. Under these circum- 
stances the old rhythmic patterns seemed to 
be serving a new function in these older chil- 
dren, appearing to some extent to have ac- 
quired the same values as the denied form 
of masturbation. 


THERAPEUTIC CONSIDERATIONS 


It is only a relative minority of parents 
who become concerned about the varied 
rhythmic manifestations in their children, 
because if the rhythmic patterns do not get 
out of bounds or take on other values most 
parents seem to realize intuitively their 
normalcy. Where the repetitive movements 
have become more than annoying or reached 
symptom: proportions, the problem of re- 
lieving them has been approached from 3 
aspects. First, in those cases where it has 
been troublesome and appeared to have 
taken on values other than its normal ones 
in growth and development, an attempt has 
been made to replace the rhythmic movement 
with a rhythmic auditory stimulus (as de- 
scribed earlier) with the intent of inter- 
rupting the undesired activity. Results have 
been variable, but in a few cases it has been 
reported by parents that sometimes, once the 
movement pattern is replaced or substituted 
for by tapping or by using a metronome, the 
child does not resume the rocking that night. 
One parent bought a loud-ticking alarm 
clock, and reported that the bed rocking dis- 
appeared except for occasional recurrences. 

A second and somewhat more fruitful 
approach has been to attempt to make 


the rhythmic movements purposeful. One 
mother put the swaying and rocking to music 
with reportedly good results in relieving the 
inconvenient rocking. Hobby horses, swings, 
see-saws, participation in rhythm bands, eu- 
rythmics, etc., have been prescribed for such 
children, but again with variable results. 
Of 10 children so approached parents re- 
ported definite decrease in frequency and in- 
tensity of the rhythmic activity in 2, and 
definite “cures” in 2 others. Since all 4 
children were 18 to 28 months of age it 
must be considered(18) that they were pos- 
sibly ready to give up the rhythmic patterns 
in any case. However, in blind children this 
approach was almost specific in relieving the 
need to precede activity with swaying or 
whirling. 

Probably the most constructive approach 
when these repetitive patterns are found is 
to use them as an indication that one should 
scrutinize the emotional climate and environ- 
ment in which the child is functioning, look- 
ing particularly for constrictions and tension- 
producing conditions, as Langford suggests 
(17). This is particularly true in children 
over 24 years of age, including defective 
children. 

Finally, after seeing how rhythmic motor 
patterns have been used by normal children 
in facilitating normal growth and develop- 
ment and also by handicapped children to 
help achieve better adaptation, the potentiali- 
ties of the use of such rhythmic activities 
as therapeutic tools with disturbed children 
should be considered. The observations re- 
ported here on the blind and cerebral palsied 
children may indicate that similar approaches 
might be more extensively attempted with 
other handicapped children. Bender and 
Boas(3) have successfully used music and 
creative dance in the study, therapy, and 
training of deviate children. In some schizo- 
phrenic children, their rhythmic patterns of- 
fer one of the few means through which they 
can be approached by a therapist in estab- 
lishing the relationships so necessary for 
treatment. 


SUMMARY 


Rhythmic motor patterns are presented as 
a normal phenomenon in the infant, appear- 
ing to serve the purpose of satisfying an in- 
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stinctual need and facilitating motor and ego 
growth and development. Clinically, in the 
course of the child’s use of such motor pat- 
terns, secondary values are often found to 
become prominent, and the repetitive move- 
ments then seem to serve other needs in addi- 
tion to their organizing and mobilizing ef- 
fects. Such secondary uses take the form 
of expression of pleasure, expression and 
relief of tension and anxiety, and provision 
of a form of compensatory satisfaction. In 
childhood schizophrenia they seem to repre- 
sent also a regressive phenomenon. Such 
secondary values and uses of the stereotyped 
motor activity may cause the persistence of 
such patterns past the infantile period. 

Investigations into the nature and sources 
of the rhythmic movements reveal that audi- 
tory, kinesthetic, tactile, and visual stimuli 
are their important components and that the 
auditory component is probably the most 
significant one in the head banger. The rate 
of the rhythmic movements seems to have a 
definite relationship to one of the time beats 
in the body, with usually the heart or breath- 
ing rate acting as the pacemaker. 

The neurophysiological basis and the uses 
of the rhythmic movement are considered. 
Observations are offered as to the handling 
and treatment of such patterns where they 
have acquired psychopathological or nuisance 
value. Speculations are offered as to the 
possible use of rhythmic motor activities in 
therapy. 
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THE EFFECT OF GLUTAMIC ACID UPON THE MENTAL AND 
PHYSICAL GROWTH OF MONGOLS * 


FREDERIC T. ZIMMERMAN, M.D., BESSIE B. BURGEMEISTER, Pu. D., 
AND 
TRACY J. PUTNAM, M.D. 
New York, N. Y. 


The present paper deals with the effect of 
glutamic acid upon mongolism. Since our 
previous work demonstrated that glutamic 
acid facilitated the maze-learning ability of 
white rats(1) and raised the intelligence 
quotients of retarded children beyond the 
possibility of chance variation(2, 3, 4), it 
was natural that our attention should be 
drawn to the most serious and least under- 
stood form of mental deficiency—mongolism. 

As the present experiment continued it 
also became apparent that, in this group at 
least, glutamic acid not only improved intelli- 
gence but also increased height and weight 
beyond normal increments of growth, thereby 
suggesting a more generalized effect than 
we had previously reported. 


MATERIALS AND METHODS 


Choice of Patients —These data are based 
upon a study of 30 definite cases of mongol- 
ism and 30 control cases of nonmongoloid 
retardation. The mongoloid cases were se- 
lected by the usual classical clinical criteria, 
no case being included where any doubt of 
clinical diagnosis existed. All experimental 
cases had an IQ below 8o and the control 
cases were selected to match the initial IQ 
level of the experimental group. Both groups 
were also matched as closely as possible for 
chronological age. All individuals in both 
groups therefore had an IQ below 80. Both 
groups were also treated concurrently with 
glutamic acid. 

The experimental cases ranged from 3 
years to 35 years in age. Four of the cases 


1 Read at the 1o4th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

From the Department of Neurology, Columbia 
University College of Physicians and Surgeons; 
and the Neurological Institute’‘of New York. 


were above 20 years in age. Each individual 
in the experimental group (with the excep- 
tion of the 4 cases over 20 years of age) was 
matched with an individual in the control 
group for chronological age. The 4 experi- 
mental cases over 20 years of age were 
matched with 4 control cases, 16 years of age. 

Eleven of the 30 cases were studied in 
the Hallowell School at Atlantic City, New 
Jersey, with the cooperation and assistance of 
the Director, Doctor Madeleine A. Hallowell. 
This enabled us to study a group of mongols 
where environment remained constant and 
socio-economic status was uniform. 

Dosage.—The technique of administration 
of glutamic acid to mongols is the same as 
that described in our previous reports deal- 
ing with the treatment of nonmongoloid men- 
tal retardation. The patient is first given a 
complete neurologic and psychologic exami- 
nation. These data serve as a base line in 
evaluating the subsequent results of treat- 
ment objectively. The tendon reflexes, for 
example, frequently become more brisk as 
an effective dose is approached. 

Glutamic acid is then administered in 
gradually increasing doses to the point 
where an optimum increase’ in motor and 
psychic activity is apparent. This dose is 
then maintained or reduced slightly if too 
much activity is evoked. The effective dose 
for mongols ranges between 24 and 36 gms. 
per day and is arrived at empirically for each 
case by the above-mentioned criteria, includ- 
ing repeated examination of the tendon re- 
flexes. It must be emphasized that there is 
a wide range between the minimal effective 
dose and the optimal dose. The optimal dose 
is just short of the amount required to 
produce distractibility or aimless physical 
activity. 

After the optimal dose has been estab- 
lished, periodic examinations are continued, 
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This indicates only 75 chances in 100 of a 
true difference in ratings following therapy, 
which is not statistically significant. It sug- 
gests that during the first 6 months of treat- 
ment the motor ability of our mongoloid 
group did not improve appreciably. 

Control Group.—Table 2 shows the Stan- 
ford-Binet and performance test results for 
our nonmongoloid control group before and 
after 6 months of glutamic acid therapy. On 
the Stanford-Binet intelligence test a gain 
of 12 months in mental age is indicated dur- 
ing the treatment period, which is twice as 
fast as the rate of growth expected of chil- 
dren with average intelligence and about 4 
times as fast as the previous rate of intellec- 
tual development among patients in our 
nonmongoloid group. The retest intelligence 
quotient is raised from 46.60 to 52.66, 6 
points, giving 96 chances in 100 of a real 
difference following glutamic acid therapy. 
Performance test results also indicate genuine 
improvement, a gain of g months in mental 
age being apparent. The rate of progress 
revealed is 14 times as fast as that expected 
of children with average motor skill. 

Fig. 1 shows the relative effectiveness of 
glutamic acid in raising the intelligence quo- 
tient of our mongoloid and nonmongoloid 
defective groups during the first 6 months 
of treatment. Data from Werner’s study(4) 
in which 8 mongoloid children were given 
thyroid medication over a 2-year period are 
also included (Table 3). 

As may be observed from Fig. 1, a rise in 
intelligence quotient is indicated among our 
mongoloid patients, although it is not so 
great as the increase among our nonmon- 
goloid defective group during the first 6 
months of treatment, being slightly more 
than one-half the gain made by the latter 
group. Werner’s results do not show a 
similar rise in intelligence quotient following 
2 years of thyroid medication but do, on the 
contrary, indicate an average lowering in 
intelligence quotient by 0.75 points. 

Performance test gains are also greater 
among our nonmongoloid control group than 
they are among the mongoloid patients. It 
is believed that, in the latter group, physio- 
logical components rather than psychological 
factors make it harder to raise the perform- 
ance scores of mongols on motor tests, and 
that a genuine difference in potentiality for 


improvement under glutamic acid treatment 
between the 2 groups may exist. 

Physical Growth.—This experiment was 
originally designed to investigate the effect 
of 1 (+) glutamic acid upon mental growth 
only. Since we felt it was important to study 
a group of mongols in which the environment 
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and socio-economic status was constant, we 
selected a private institution to study a cer- 
tain fraction of these cases. 

In this school a record of heights and 
weights over a long period of time was 
available. It shortly became apparent that 
under glutamic acid the heights and weights 
of this group of mongols were increasing be- 
yond normal increments of growth. When 
these data were compared with the remainder 
of the experimental group it was also ap- 
parent that the clinic group was sharing the 
same gains. However, previous records of 
height and weight were not available here 
for analysis, and for this reason only the 
data on the institutional patients are included. 

Results.—Fig. 2 shows growth curves for 
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normal * and mongoloid individuals at various 
age levels. Investigators generally agree that 
mongoloid children are of shorter stature 
than normal children of the same age, but 
that their rate of growth during school years 
approximates the normally expected linear 
rate. Benda(5), however, calls attention to 


TABLE 


tardation of growth is most conspicuous dur- 
ing the first three years, when complete ar- 
rest may last sometimes for a period of many 
months. In the following ten years the 
growth rate may be temporarily normal, 
but the children have a delayed start and 
appear, therefore, always smaller than nor- 


WERNER’S TREATED MONGOLS 


After 2 years of treatment 


Increase 
Before thyroid and pituitary treatment Change in Increase 
Age - in height weigh in M.A. Change in I.Q. pts. 

Case Height Weight (in. ) (lbs. ) (mos. ) 
No. Yrs. Mos. in.) (Ibs. ) M.A. 1.Q. + + + i a 

I 6 I 39 33 I-10 30 4 74 14 +8 

2 4 7 363 31 2- 0 42 53 113 10 +2 

2 2 9 353 28 1- 8 5 54 124 oO — 

4 2 10 334 25 I- 0 35 5 73 9 —2 

5 5 Oo 374 34 I-II 38 34 10 I —8 

6 5 II 354 38 1- 8 28 64 I 4 : —2 

7 7 4 423 36 2- 4 30 2} 5 7 ) 

8 6 2 403 364 2- 0 32 2} 11} 6 _ 


the “irregularity of the growth rate” among 
mongols and that “there is no relationship 
between early growth and final height.” 
He also states, “It may be said that re- 
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and Iowa Child Welfare Research Station. 


mal. Growth comes to an early standstill. 
After thirteen years the retardation becomes 
increasingly apparent, and at the end of the 
period of growth few persons with mon- 
golism exceed 150 cm. in length of body.” 
The mongoloid growth curve in Fig. 2 is 
based upon Benda’s data(5). 

Fig. 3 gives the expected weights for nor- 
mal * and mongoloid children at various age 


levels. Mongoloid statistics are also taken 
from Benda’s data. As may be observed 
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from Fig. 3 their weight is within normal 
limits between 2 and 5 years. At 5 years, 
Benda states, “the increase in weight be- 
comes more noticeable, and most mongoloid 
children are overweight after that time. This 
is especially striking when the weight is com- 
pared not with that of a normal child of 
average height, but with that of a child of 
the same length.” As they grow older, how- 
ever, their average weight as a group is con- 
sistently below that of normal children of the 
same age. 

In Table 4 the heights of our group of 11 
mongoloid children studied at the Hallowell 
School are given for 2 years prior to glutamic 
acid treatment and at more frequent intervals 
during the 6 months’ treatment period. In 
Table 5 weights for the same groups are 
shown. 

As may be seen from Table 4, striking in- 
crements in height occurred during the first 
6 months of treatment, the average rate of 
growth being slightly greater than that at- 
tained for the 2 years previous. 

Figs. 4 and 5 depict these changes in 
height graphically, Fig. 4 showing indi- 
vidual changes in growth, and Fig. 5 the 
average rates of growth for the group be- 
fore and during glutamic acid therapy. 


SUMMARY AND DISCUSSION 


A gain of 8 months in mental age is ob- 
tained by our mongoloid group following 
6 months of glutamic acid treatment, which 
is faster than the rate of development ex- 
pected of children with average intelligence. 
It represents an increase in speed which is 
more than twice as fast as that formerly 
achieved. The intelligence quotient is raised 
4 points. Gains on verbal material, however, 
are not so striking as they are among our 
nonmongoloid defective control patients, 
where an increase of I2 months in mental age 
and a 6-point rise in intelligence quotient 
resulted from 6 months of glutamic acid ther- 
apy. Nevertheless, while less dramatic, the 
data do indicate real improvement in our 
mongoloid group. Furthermore, this im- 
provement is of sufficient proportion to dem- 
onstrate that glutamic acid facilitates men- 
tal functioning in this serious form of mental 
deficiency. 

Similar gains on performance test are not 


TABLE 4 


Height during 6 mos’. treatment period (inches) 


Height before treatment (inches) 
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0.17 


0.10 0.18 
Av. gain in 6 months for 6 cases under 18 yrs. of age.. 


0.13 


0.87 


0.81 1.46 
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scores for the control group show an in- 
crease in mental age of 9 months during the 
6 months’ treatment period, which is 14 times 


| as fast as that expected of children with av- 


erage motor ability. 

Table 6 shows the point changes in verbal 
and performance quotients among our 2 
groups. On verbal material 40% of the re- 
tarded control cases increased 6 or more 


TABLE 6 
Mongols Nonmongols 
‘ 
N=30 N=30 
Point 1.Q. Motor Point L.@. Motor 
change % % change % % 
20 3 or 20 ad 3 
16 16 7 
14 3 14 
12 4. 12 3 
10 10 13 
8 ‘is 7 8 7 10 
6 17 10 6 13 10 
4 30 7 4 40 7 
2 33 27 2 10 37 
17 30 10 23 
— 13 
—4 
—6 3 


points, i.e., had increases which reached or 
exceeded the mean for the group, while 
among the mongoloid cases only 20% satis- 
fied this criterion. Performance test quo- 
tients also show difference between the 2 
groups. Whereas 33% of the retarded cases 
exceeded the mean score of 4.74 points, only 
20% of the mongoloid group reached this 
level. In addition, insufficient gain was made 
by some of the mongoloid group to maintain 
the initial quotient at the end of the treat- 
ment period, and the performance quotient 
was lowered in 16% of the cases. 

We did not consider it necessary in our 
experiment to include an additional group 
of mongols as placebo controls because the 
mental age of mongols is so low that the fac- 
tor of suggestion is for all practical purposes 
inoperable. In any event, it is difficult for 
us to conceive how suggestion would operate 
in producing the height and weight incre- 
ments which occur under treatment. The 
changes in height obtained are impressive 
and point to a more generalized effect of 
glutamic acid than we had previously re- 
ported. Our results to date on weight show 


more than the usual amount of weight gain 
during the treatment period and only slightly 
less than that acquired in a much longer in- 
terval 2 years prior to the experiment. It is 
possible, however, that the gain in weight 
may represent a spurt which is picked up 
during a short interval, but which may be 
lost over a longer period of study. This may 
explain the occasional drops in weights in 
Table 5. There is, however, another pos- 
sible explanation of these drops in weight 
among our mongoloid group. Since we 
worked on the supposition that mongols 
would be harder to improve, in any event, 
than defectives, we gave excessively high 
doses of glutamic acid to the mongoloid 
group. It has been our experience in treat- 
ing other children that when excessive doses 
of glutamic acid are given the children fre- 
quently lose their appetite and may conse- 
quently show weight losses. 

This experiment likewise does not give 
any indication of the effect of glutamic acid 
upon height and weight in nonmongoloid 
mental retardation. As previously men- 
tioned, our clinical observations gave no 
hint of substantial increments in physical 
growth in nonmongoloid mental retardation. 
However, measurements are now being ac- 
cumulated in this latter group. 

Benda postulates that mongolism results 
from a disturbance in the pituitary gland. 
While our results cannot be interpreted as 
a confirmation of this thesis as a sole etiologi- 
cal factor in explaining mongolism, never- 
theless since glutamic acid influences the 
physical growth of mongols, it is reasonable 
to suppose that this improvement is mediated 
through the pituitary gland to a considerable 
extent. 

Physical improvement in mongols is like- 
wise not confined to increase in height and 
weight alone. The texture of the skin and 
hair frequently improves and it is almost 
a commonplace to hear the parents comment 
on this score. In addition, in a number of 
cases the change in facial expression and 
appearance of alertness tends to divert the 
attention from the fixed anatomical mongo- 
loid features of the face. Parents often com- 
ment that the child “looks less mongoloid.” 

Since our previous reports were concerned 
with mental growth only, we postulated 
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that the observed mental improvement was 
due to the catalytic effect of glutamic 
acid upon the production of acetylcholine 
necessary for the propagation of the nerve 
impulse. 

Following our reports, the British investi- 
gators Mayer-Gross and Walker(10) have 
reported that, in 12 out of 14 cases receiving 
Sakel’s insulin coma treatment for schizo- 
phrenia, after the intravenous injection 
of 1 (+) glutamic acid consciousness is re- 
stored at a considerably lower level of blood 
glucose than when glucose or sucrose alone 
is employed. 

Since Weil-Malherbe(11) has demon- 
strated that glutamic acid is the only amino 
acid metabolized by the brain, and since we 
have postulated that the improvement in 
the learning process in mental retardation 
by glutamic acid results from increasing the 
degree of conscious awareness to the en- 
vironment, the work of these investigators 
in a different field, but dealing also with 
consciousness, supports our original thesis. 

Our present results, however, indicate that 
glutamic acid has a much more generalized 
effect than we previously reported. At least 
in mongols, this effect reflects itself as a 
growth factor upon the organism in both the 
mental and physical spheres. 


CoNCLUSIONS 


1. Glutamic acid accelerates both mental 
and physical growth in mongols. 

2. Improvement in mental growth, while 
genuine, is not as great as in nonmongoloid 
retardation. 


GLUTAMIC ACID AND THE PHYSICAL AND MENTAL GROWTH OF MONGOLS 


3. Improvement in physical growth, how. 
ever, is striking over a 6 months’ treatment 
period. 
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MENTAL HOSPITAL EMPLOYEES, THEIR IMPORTANCE IN 
FUTURE MENTAL HOSPITAL BETTERMENT* 


C. A. BONNER,’ M.D., Hatuorne, Mass. 


This paper has been prepared as a com- 
mentary on mental hospital personnel, with 
especial reference to the ward services be- 
low the level of the graduate nurse. The 
writer believes one of the secrets of better 
mental hospitals in the future lies in the 
better selection and training of ward em- 
ployees. During the war years the shortage 
was so acute that the door was wide open 
to all who desired to apply, regardless of 
background, training, and habits. Subse- 
quent to the war, conditions were nearly as 
bad, but at this writing begin to show im- 
provement in numbers and types of appli- 
cants. It is regrettable that the mentally sick 
have to be exposed to a certain number of 
undesirables in this class of employees. 
These persons live with patients on a 24- 
hour basis, in different shifts to be sure; 
but the comfort and welfare of the patients 
depends largely on the ward employees’ at- 
titude toward their charges. The history of 
ward personnel reveals that this has been 
a never-ending problem. Most excellent rec- 
ommendations have been made for improve- 
ment in terms of buildings, classifications, 
and the amount of money necessary to raise 
the level of patient care. This study modestly 
calls attention to the need of ward help by 
selection and training and attempts to show 
reasons for the relatively small group avail- 
able as recruits. 

Too long our ward employees have been 
drafted from the ranks of those who could 
not get employment elsewhere—untrained, 
often undisciplined, and all toc frequently 
the victims of alcohol or other deleterious 
habits. These undesirable persons should in 
no way be confused with those superior per- 
sons who have faithfully served their insti- 
tutions through the war period, and through 
periods of low pay, when outside induce- 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

2 Danvers State Hospital, Hathorne, Mass. 


ments were so much greater. They have 
gone about their duties and obligations with- 
out regard for the temptations of higher 
wages or more pleasant and lucrative work. 
This paper takes into consideration that a 
new personnel problem cannot be carried out 
without the backing of a progressive and 
resolute state legislative policy. This policy 
must possess accurate knowledge of average 
wages of competitive organizations and the 
aversion of so many potential candidates for 
mental hospital ward service. In recent years 
the lay press, by lurid and harmful criticism, 
has further diminished the number of de- 
sirable candidates. 


THe NATURE OF THE WorRK 


Only those who have lived for years with 
the problem of the mentally sick have a true 
picture of what confronts the ward em- 
ployee. Mental illness, from the standpoint 


_of hospital care, manifests itself in terms of 


relative irresponsibility, especially in speech, 
behavior, and habits. The attendant, male 
or female, must adjust to these abnormal 
states, not for the time the doctor or super- 
visor takes in making ward rounds, but in 
living, hour after hour throughout the day, 
exposed as it were to this pathological situa- 
tion with its many variants. If the untoward 
factors mentioned above were the sole diffi- 
culties, the problem would not be so grave. 
One might go on to mention such hazards 
as violence, impulsive and unpredictable be- 
havior, thus making ward work difficult and 
discouraging. The problem at this moment 
resolves itself into 2 factors for considera- 
tion: (1) a group of mentally sick people, 
as described above ; (2) a limited number of 
desirable persons to care for them. 


Low Waces VErRSus POLICIES 


Low wages for many years have been 
the reward of ward employees. It would 
seem that remuneration has been based upon 
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MENTAL HOSPITAL EMPLOYEES 


a policy of how little can be provided rather 
than in terms of a proper wage for an un- 
usual and difficult responsibility. Of late, 
the problem has become so acute that public 
attention has been focused upon it. There 
has been a rise in pay but not commensurate 
with what is required of these persons, nor 
sufficient to attract the substantial candidates 
who will elevate and dignify a work that 
commands all that is good and kind and 
fine in mankind. The writer does not believe 
that increased financial reward is the only 
answer, but more adequate compensation 
should automatically attract more reliable 
and more responsible help. We should aim 
for continuous service and a life-time career 
by these workers, as contrasted with the 
wasteful turnover of the so-called “state 
hospital drifters.’”” We must have a reason- 
able beginning level of pay sufficient for the 
married employee to care for his family, and 
the maximum must be sufficient to serve as 
an inspiration for continuous work yield. 

The craftsmen in our hospitals, from my 
experience, remain with us year after year, 
have their own homes, bring up their fami- 
lies, and are respected members of the com- 
munity. Surely the work of ward employees 
caring for human beings is fully as important 
as the repair of buildings or the many and 
varied duties of maintenance and construc- 
tion essential to plant operation. Assuming 
equal years of training, ward employees 
should receive equal remuneration. Steps 
should be taken at once to equalize this situa- 
tion if we are to expect good and sustained 
service. 


NATURE OF THE STUDY 


The acute personnel shortage, which has 
reflected itself in limited care of the mentally 
sick, prompted the author to make a survey 
of personnel problems in the community. 
For this purpose, and to make a comparative 
study, information was obtained from 3 
sources: (1) state hospital, (2) general 
hospital, (3) industry. Interviews with a 
certain number of our ward attendants, who 
have given good service, indicate that they 
come to us somewhat by chance; they stay 
because the work interests them; and they 
seem to have certain inherent values that 
lend themselves to personal patient relation- 


Mar. 


ship. It is this group that forms the nucleus 
of good care. 


THE GENERAL HospiItTAL Dogs 


It would appear that the type of employees 
accepted for general work was 
drafted from about the same level as those 
that are accepted for work in our mental in- 
stitutions. 


hospital 


females is 
greater than males for their ward work, and 
thus their problems in this respect are re- 


The prope yrtion of 


duced, since it is the male employees who 
give us the most trouble and who repre- 
sent the largest turnover. The organization 
of ward work seems to me to be efficient and 
ingenious, keeping in mind that the char- 
acter of patients is entirely different. Ward 
help below the level of the graduate nurse is 
divided into (a) nurses’ aides; (b) ward 
maids; (c) kitchen maids; (d) house- 
keepers. The first group receives about one 
month’s intensive training and then is able 
to help in the more practical functions that 
would ordinarily take up the graduate nurses’ 
time. The ward maid supplements these 
duties, while the kitchen group is entirely 
concerned with the preparation and serving 
of food. The cleanliness of rooms and in- 
teriors falls to the housekeepers. Thus it 
will be seen the graduate nurse, theoretically, 
can give her entire time to the care of the 
patient and the compilation of records. A 
division of labor in this way might well be 
transposed to the mental hospital, thus insur- 
ing a group which -would give its entire at- 
tention to the personal needs of the patient, 
clothing, habit training, and recreation, while 
the other groups would care for the sanita- 
tion and food supplies. At the present time, 
it is not uncommon for 3 or 4 faithful at- 
tendant nurses to attempt a combination of 
these duties with as many as go disturbed 
patients on one ward. This plan might be 
costly and yet one can envision so much 
better patient care that it should be tried to 
determine if the policy is practical. Public 
criticism of our hospitals is almost invariably 
leveled at the appearance and quality of pa- 
tient care. At present, with so few attendant 
nurses available, it is difficult to preserve 
order or to provide a minimum of treatment 
on the so-called disturbed wards, and it is 
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just this condition that causes so much 
criticism. 


Wuat Inpustry Does 


The matter of personnel in industry is an 
entirely different picture, yet interesting, and 
it may help us in our endeavor to do better 
work in the mental hospital. Industry pro- 
tects the health of the employee, provides 
adequate remuneration, recreation, and bene- 
fits of all sorts. This includes rest periods, 
morning and afternoon, to relieve fatigue, 
pleasant working conditions and preplanned 
entertainment. Industry does not hire indis- 
criminately but screens its employees care- 
fully, using tests for adaptability, locating 
the accepted employees at work which ap- 
pears suitable and provides close supervision 
to maintain productivity. If productivity 
fails, an immediate investigation of the em- 
ployee is made, to learn the reason why. 
This is done by the personnel department 
and in conference with the supervisors. In- 
terviews with the above group of employees 
reveal that under no circumstances would 
they accept employment in a mental hospital, 
for reasons that are obvious. They do not 
desire to associate with the abnormal. They 
do not like the living accommodations that 
are offered, and the remuneration is less 
than opportunities in industry. Therefore, 
the enticement of the mental hospital finds 
relatively few candidates. In this district, 
our competitors for employees are industry, 
the restaurant and hotel service, clerical ser- 
vices of all types, and the general hospitals. 
Their demands have to be satisfied and they 
attract most of the available material. 


MEANS OF CoRRECTION 


It is obvious, unless we are to draw from 
the class previously described as undesirable 
and continually expose our hospitals and our 
patients to bitter criticism, steps must be 
taken to make the work more attractive. The 
writer realizes that little change in our sys- 
tem can take place overnight, but he is con- 
vinced from this study that the fault lies 
within the limited opportunities at present 
plus the fact that many eligible workers 
scorn mental hospital work except in times 
of dire necessity. Class after class visits the 


hospital from various colleges, to study the 
clinical aspects of psychiatry, but no group 
comes to study the weakness in personnel 
that is all too apparent. The good attendant 
should have a voice in the organization and 
every effort should be made to show ap- 
preciation for this responsibility. Personnel 
improvement begins with the initial interview 
and this should be done by one trained in this 
special field. The applications should be 
checked as quickly as possible, tests* for 
adaptability given, and once the person is 
hired, training should begin. This training 
should consist of theory and understanding 
of mental patients under the direction of a 
trusted supervisor. Only in this way can we 
expect to achieve good results. Several ex- 
cellent manuals are available describing pa- 
tient care, and should be required reading. 
Employment in industry has become a sci- 
ence and it must be adopted in our work if 
we propose to raise the level of care. The 
important factor of morale should be studied 
and means provided to promote enthusiasm, 
loyalty, and enjoyment in work. The good 
attendant must have a spirit of self-sacrifice. 
It should be noted that the graduate nurse, 
on whom we have relied in the past for ideals 
and supervision, is now very difficult to 
procure. Except in certain positions, it seems 
likely that we will have to gear our new 
recruits to a different level of training and 
make what we can of it. Finally, the art 
of employment and supervision should be in 
the hands of a trained person whose sole 
responsibility is to obtain good personnel and 
to exclude undesirables, and to be respon- 
sible for continued efficiency as it relates to 
mental hospital ward service. 


SUMMARY 


1. Plans to improve mental hospitals 
should take into consideration the role played 
by ward personnel. 

2. Candidates for positions should be care- 
fully screened, trained, and supervised. 

3. The lessons learned by industry can be 
adapted to our use with resulting improve- 
ment in efficiency. 

4. The ward plan of care in the general 
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hospital offers a clue to better care of mental 
patients by a proper division of labor. 

5. Means of enlarging the field of choice 
for ward help is a serious problem in mental 
hospital betterment. 
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THE CAROTID SINUS IN NEUROPSYCHIATRIC CASES 


CLINICAL, ELECTROENCEPHALOGRAPHIC, AND ELECTROCARDIOGRAPHIC STUDIES 


MILTON GREENBLATT, M. D., MAX RINKEL, M. D., ann HARRY C. SOLOMON, M.D. 


Boston, Mass. 


In 1940, Romano, Stead, and Taylor(1) 
reported the clinical and electroencephalo- 
graphic changes in one individual with a 
sensitive carotid sinus of the cerebral type. 
The resting EEG was abnormal showing 
changes compatible with psychomotor and 
grand mal epilepsy. During attacks produced 
by pressure upon the right carotid sinus, 
there was an increase in the abnormal activ- 
ity noted at rest. Following surgical dener- 
vation, there was a decrease in the EEG 
abnormality and cessation of spontaneous 
clinical attacks. 

In 1941 and 1942, Gibbs and associates 
(2, 3) studied a group of patients with 
carotid sinus syncope. In cases with pri- 
marily the cerebral type of syncope, they 
found increase in fast activity and dropping 
out of alpha activity like that preceding a 
grand mal attack. Where the cardiodepressor 
response to carotid compression prevailed, 
the record became flat during unconscious- 
ness. It was difficult to differentiate between 
cerebral and cardiodepressor types of attack 
by the unaided eye. Spectrum analysis, how- 
ever, revealed slight frequency shift to the 
slow side in cardiodepressor syncope and to 
the fast side in the cerebral type of syncope. 
In the comment to their 1942 paper, the 
authors express surprise at finding no ob- 
vious slow waves in the circulatory type of 
carotid sinus syncope, since slowing is a 
prominent feature of orthostatic syncope(3), 
and is found following ligation of cerebral 
vessels(4, 5, 6) and following breathing of 
an atmosphere low in oxygen(7, 8, 9). 


1From the Department of Psychiatry, Harvard 
Medical School, and the Boston Psychopathic 
Hospital. 

Able technical assistance given by Miss Marie M. 
Healey and Mrs. Helen Mott of the Electroen- 
cephalographic Laboratory, Boston Psychopathic 
Hospital. 


Aided by a grant from the McCurdy Co., Roch- 
ester, N. Y. 


Engel(1o, 11), Romano(12), and Mar- 
golin(13) described high voltage slow waves 
of 3-6 per second frequency as a regular 
concomitant of unconsciousness from carotid 
sinus compression irrespective of whether 
the unconsciousness was obtained primarily 
via cardio-inhibition, vasodepression, or cere- 
bral changes. 

All recent clinical studies of carotid sinus 
syncope have been based upon Soma Weiss’ 
differentiation of 3 possible varieties of re- 
flex response to carotid sinus stimulation— 
cardio-inhibitor, vasodepressor, and cerebral 
(14, 15). According to authorities pure 
vasodepressor and pure cerebral circulatory 
responses are rare, and in the majority of 
cases unconsciousness results from a com- 
bination of effects. 

In our experiments we were successful 
in obtaining approximately 600 positive cen- 
tral nervous responses to carotid compression 
in a large series of individuals(16, 17). Our 
results have been consistent, and have led 
to a reconsideration of the central nervous 
manifestations of carotid sinus stimulation. 


MATERIAL AND METHODS 


We have analyzed the clinical, EEG, and 
EKG effects of carotid sinus stimulation in 
122 cases. These included 47 patients with 
diagnosis of dementia precox, 14 with diag- 
nosis of psychoneurosis, 13 with manic-de- 
pressive disorders, 12 with psychopathic per- 
sonality and behavior disorders, 8 with 
organic brain disease, 5 with involutional 
psychosis, 6 with epilepsy, 3 with undiag- 
nosed conditions, and 14 controls. There 
were I7 cases under 20 years of age; 30 
cases 20-30 years ; 30 cases 30-40 years; 25 
cases 40-50 years; 8 cases 50-60 years; and 
6 over 60 years of age. The youngest indi- 
vidual was a boy of 11, and the oldest a man 
who stated he was 99 years of age. 
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The following was the procedure used in 
studying the carotid sinus reaction: The pa- 
tients were brought to the EEG laboratory, 
several hours after breakfast, at approxi- 
mately 11:00 a.m. Electrodes were attached 
to frontal, motor, and occipital areas for re- 
cording of the electroencephalogram (EEG). 
Electrodes were attached to the upper thorax 
for recording of the electrocardiogram. 
(EKG). In certain experiments electrodes 
were attached to deltoid, biceps, triceps, or 
forehead for recording of the electromyo- 
gram (EMG). The clinical responses of the 
patients were carefully noted with special 
reference to hyperventilation, unconscious 
ness, tonic and clonic movements, localized 
twitches, and the phase of recovery. The 
subjective experiences of the patient were 
frequently recorded in detail. Right, left, 
or bilateral pressure was applied on the bulb 
of the carotid artery with the patients in the 
sitting position and with the head fully ex- 
tended. The experimenter stood behind the 
patient. The effects of pressure against the 
carotid sinus were controlled by pressure on 
the common carotids below the bifurcation. 
This is of fundamental importance in under- 
standing the role of occlusion of the carotids 
in the production of cerebral symptoms. Al- 
though several variations of technique were 
tried, the results of which will be described 
later, the usual procedure consisted of force- 
ful brisk pressure sustained for 10 seconds. 
Between 2 and I0 experiments were done on 
each individual in this series. In a small 
group of cases, multiple carotid convulsions, 
20 to 100, were induced in each case in order 
to study more intensively the psychological 
effects of multiple carotid convulsions. Blood 
pressures was studied during carotid sinus 
compression with automatic recording of sys- 


tolic and diastolic pressure every 15 seconds.” 


RESULTS 


I. Effect of Pressure on the Carotid Sinuses 
Bilaterally 


The most frequently encountered reaction 
is illustrated in Fig. 1. Immediately upon 
compression of the carotid sinuses a slowing 


2 We are indebted to Mr. Fred Webster of the 
Harvard Fatigue Laboratory for cooperation in 
the blood pressure studies and for the use of his 
rhythmic automatic recorder. 


THE CAROTID SINUS IN NEUROPSYCHIATRIC CASES 


YCHIATRIC CAS { Mar. 
of the heart occurs, which is most marked 
at 3-0 seconds, and returns to the normal 
rate by the tenth second. A short period of 
cardiac acceleration may accompany the con- 
vulsive movements which, in the positive 
case, usually begin at 10-12 seconds. 


Some degree of cardiac slowing occurs 
with almost every bilateral stimulation of the | 
carotid sinuses. At times it is so slight that 
it would surely be missed if the rate wer 
estimated merely by the palpatory method, 
Measurement of the ORS-ORS interval on 
the EKG, therefore, was always used to es- 
tablish slight degrees of slowing. When 
slowing of the heart is not obtained we have 
learned that the cause of failure is usually 
faulty technique, i.e., the carotid artery maj 
not be under sufficient stretch, the sinuses 
are not accurately located, the vessel slip: 
away from the finger, or anatomical vari- 
ations are present. An immediate positive 
effect on the heart in the form of slowing 
is the best evidence that the sinus is being 
properly stimulated. 

The degree of slowing varies remarkably 
from barely perceptible slowing to asystole 


When asystole occurs one may assume that 
the patient has a particularly sensitive sino} 
cardiac reflex. Asystole appeared in approx- 
imately one-fourth of all our cases. The 
longest cardiac arrest was 9g seconds; the 
average 3-5 seconds. 

With the onset of marked slowing of the 
heart or asystole the blood pressure fell im 
mediately to very low levels. As the heart 
rate returned to normal, the blood pressure 
rose rapidly to normal levels. 

The EEG in 80 of the cases (66% ) showed 
high voltage slow waves of 3 per second fre- 
quency coming in abruptly after approxt 
mately ro seconds of sustained pressure (set 
Fig. 1). In several additional cases a few 
slow waves of 5-8 per second frequency ap- 
peared, but quickly disappeared without any 
noticeable clinical changes associated. The 3 
per second waves generally slowed to ap- 
proximately 2 per second waves over the 
short period during which they could be ob- 
served. The slow-wave discharge appeared 
in most cases diffusely, symmetrically, an¢ 
synchronously from homologous areas, with 
frontal areas a little faster than parietal ot 
occipital areas. 
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Fic. 1.—Effect upon the electroencephalogram (EEG) and the electrocardiogram (EKG) of forceful 


bilateral compression of the carotid sinuses. 


The EEG tracings are taken from scalp leads in the following locations: right frontal (RF), left 
motor (LM), right motor (RM), left occiput (LO), right occiput (RO). The EKG tracings are taken 
from leads applied to the upper thorax. The upright line indicates 50 microvolts. The horizontal line 
indicates one second. 

Bilateral compression was started at the point indicated by the first arrow (A1) and pressure re- 
leased at the point indicated by the second arrow (42). A short tonic-clonic seizure occurred at the point 
indicated by the third arrow (43). Immediately after the onset of compression, a short period of cardiac 
arrest occurred. After approximately 9 seconds of sustained compression, high voltage slow waves ap- 
peared from all scalp leads subsiding after 7 seconds. The high voltage slow waves preceded the clinical 
seizure by approximately 2 seconds. With the end of the slow outburst, the patient’s seizure came to a 
halt and he recovered consciousness completely. 
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In 73 of our cases (60% of our series) 
sudden unconsciousness together with a brief 
tonic-clonic seizure appeared starting 1-3 
seconds after the onset of the slow-wave 
discharge and lasting 5-15 seconds. With 
the development of the seizure a massive 
muscle discharge appeared obscuring the 
brain waves. Within 5-10 seconds after the 
brief seizure, the patient recovered com- 
pletely and the brain waves returned to 
normal. 

It is important to note that the 3 per 
second wave discharge appeared after ap- 
proximately 10 seconds of continued forceful 
bilateral pressure on the carotid sinuses. The 
immediate effect of sinus compression upon 
the electroencephalogram was a flattening of 
the pattern, a loss of normal sequential alpha 
waves, and the change to a low voltage irreg- 
ular curve resembling the familiar effect 
known as the “attention phenomenon.” 

Electromyographic tracings characteristi- 
cally showed a transient low intensity burst 
of muscle potentials appearing in the scalp 
leads immediately upon application of carotid 
compression. The seizure was_ usually 
ushered in by abrupt high voltage muscle 
discharges from scalp leads and the twitching 
movements registered in leads from the ex- 
tremity as muscle spikes approximately syn- 
chronous with the brain waves. 

We did not observe a speeding up of brain 
waves with unconsciousness as described by 
Gibbs and his colleagues (2, 3). Unconscious- 
ness was regularly preceded by high voltage 
slow waves of the type described by Engels 
and his co-workers(10, II, 12, 13). Uncon- 
sciousness plus tonic-clonic movements did 
not occur in the absence of slow waves, but 
slow waves on occasion did occur in the 
absence of unconsciousness and convulsions. 
(In the latter instances the slow waves usually 
developed gradually rather than abruptly.) 
On many occasions we have seen 3 per second 
waves accompanied by low voltage spikes 
giving a complex resembling petit mal. This 
has been mentioned by Grinker(18). The 
seizures are often brief lapses of conscious- 
ness with a few twitching movements and 
immediate recovery—which do indeed re- 
semble petit mal. 

All the responses to pressure against the 
carotids characteristic of the individual case 


could be repeated many times with extraor- 
dinary consistency. 


II. The Effect of Unilateral Pressure 


Unilateral pressure against the left carotid 
sinus was tried in 30 cases, using the same 
technique of sustained pressure for 10 sec- 
onds as described above. Unilateral pressure 
was used primarily in cases with sensitive 
sino-cardiac reflexes. Lesser effects upon the 
heart were obtained by unilateral stimulation 
than by bilateral stimulation ; except in a few 
cases in which unilateral stimulation pro- 
duced a longer cardiac standstill than did 
bilateral stimulation. 

Unilateral stimulation of the right carotid 
sinus was effective in producing a cardiac 
standstill in 8 of 30 cases. Slow waves in 
the EEG appeared in 5 of these cases and 
3 of these individuals had brief tonic-clonic 
seizures. Unilateral stimulation of the left 
carotid sinus was effective in producing a 
cardiac standstill in 5 of 30 cases. Slow 
waves appeared in 3 cases with left sinus 
compression, only 1 of which had a seizure. 

In our experiments, therefore, slow waves 
and unconsciousness with tonic-clonic move- 
ments rarely resulted from unilateral carotid 
sinus pressure. 


III. Effects of Compression of the Common 
Carotids Bilaterally 


We believe that compression of the com- 
mon carotids below the bifurcation is a most 
important procedure in assessing the results 
of carotid sinus compression since it affords 
a control for the factor of occlusion of the 
carotid circulation. The results in the 30 
cases on whom common carotid compression 
was satisfactorily performed are as follows: 
The characteristic cardiac response was accel- 
eration which appeared in 2-3 seconds and 
subsided with the release of pressure. In 17 
of 32 cases high voltage slow waves appeared 
in the EEG after 10 seconds of sustained 
bilateral compression. These waves were 
similar to the slow waves obtained with bi- 
lateral sinus compression. In 14 of these 17 
cases with abrupt slow waves in EEG a short 
tonic-clonic seizure occurred, similar to that 
obtained with carotid sinus compression. 

Weiss and his co-workers failed to obtain 
syncope or convulsions with common carotid 
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compression (except in rare instances) and 
largely for this reason assumed that syncope 
and convulsions from carotid sinus compres- 
sion were essentially due to a cerebral reflex. 
With practice we obtained cerebral effects 
with common carotid compressions more and 
more frequently in cases showing cerebral 
effects with carotid sinus compression. 


IV. The Effect of Varying the Technique of 
Carotid Compression 


The technique of stimulation of the carotid 
sinuses as described by Ferris, Capps, and 
Weiss(15) requires brisk and firm compres- 
sion of the sinuses against the vertebral 
column. Other variations are in use: gentle 
massage of the skin over the sinuses, deep 
massage, moderate sustained compression, 
forceful compression sufficient for occlusion, 
etc. Our standard technique consists of sud- 
den application of pressure, sufficient for 
occlusion, sustained for 10 seconds and then 
sudden release. Variations of this practice 
have been tried with the following results: 

Asystole was produced in some cases by 
as little as 2 seconds or less of compression, 
and was prolonged somewhat by a longer 
period of sustained compression. Slow brain 
waves and unconsciousness with tonic-clonic 
seizure were not obtained in less than 8-10 
seconds. Asystole without EEG effects or 
convulsions could be obtained at will in some 
cases by shortening the time of compression. 
If compression was sustained beyond the 
12th second in an average case demonstrating 
slow waves at about the roth second, the 
convulsive seizure was more severe and 
prolonged. 

Gentle, superficial massage produced less 
cardiac slowing than the standard technique, 
and no slow waves or convulsions. Deep 
compression with gentle massage usually in- 
creased the cardiac slowing or period of 
asystole, and if it was sustained often re- 
sulted in slow waves and a seizure. 

Gradually increasing compression devel- 
oped to the point of occlusion produced less 
cardiac slowing, and obviated asystole even 
in the most sensitive case ; but if compression 
was then maintained long enough, slow waves 
and convulsions appeared. 


V. The Relation of the Central Nervous 
System (CNS) Manifestations of 
Carotid Sinus Compression to Other 
Factors 


A positive central effect of bilateral carotid 
sinus compression is defined as the develop- 
ment of abrupt slow waves, convulsive move- 
ments, or both, after 10 seconds or less of 
bilateral compression. 

(a) Age—Table I summarizes the re- 
lation of positive central nervous manifes- 


TABLE 1 


BILATERAL CAROTID SINUS COMPRESSION 
(10 Seconds) 


No. with 

positive 
No. of CNS Per- 

Age cases responses centage 
Under 20 years ..... 17 10 59 
20-30 years ..... 36 20 56 
30-40 years ..... 30 22 73 
40-50 years ..... 25 19 76 
50-60 years ..... 8 7 a 
TABLE 2 


BILATERAL CaroTID SINUS COMPRESSION 
(10 Seconds) 


No. with 
positive 
Diagnostic No. of CNS Per- 
category cases responses centage 
Psychoneurosis ....... 14 12 86 
Manic-depressive ...... 13 10 77 
Dementia preecox ...... 47 34 72 
14 6 44 


tations of bilateral carotid sinus compression 
to age. The cases are considered according 
to decades. It is clear that central nervous 
manifestations may be obtained throughout 
the entire age range. Fewer positive central 
nervous effects were obtained in the group 
under 30 years of age than in that over 30 
years of age. However, we do not claim sta- 
tistical validity of these results. 

(b) Diagnostic Category.—In Table 2 the 
incidence of positive central nervous system 
effects of carotid sinus compressions is shown 
for 4 clinical groups of cases. A high inci- 
dence of central nervous effects was obtained 
in psychoneurosis, manic-depressive psycho- 
sis, and dementia praecox. The lowest in- 
cidence of positive CNS effect was found in 
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our control group. The results are in part 
explicable by the fact that there were more 
younger individuals in the control group. 

(c) Effect of Elevation of Blood Pres- 
sure.—In four cases the effect of acute ele- 
vation of blood pressure upon the cardiac 
and central response to bilateral carotid sinus 
compression was studied. At normal blood 
pressure levels all 4 cases demonstrated im- 
mediate cardiac arrest in response to carotid 
compression, and 3 of the 4 cases demon- 
strated high voltage slow waves and a tonic- 
clonic convulsion after 10 seconds of bilateral 
compression. 

The elevation of blood pressure was ac- 
complished by intravenous injections of pres- 
sor drugs such as epinephrine, benzedrine 
(amphetamine sulfate), paredrine, and per- 
vitin (dextro-desoxyephedrine). During the 
period of elevated blood pressure, and in 
some cases during the period of its return 
to normal, bilateral compression of the caro- 
tid sinuses for 10 or more seconds was per- 
formed according to the technique described 
above. 

With the elevation of the blood pressure 
we often failed to obtain slow waves in the 
EEG and tonic-clonic convulsions following 
10 seconds of bilateral carotid sinus com- 
pression. Acute cardiac arrest was less reg- 
ularly observed during elevation of blood 
pressure than before. As the blood pressure 
returned to normal the cardiac arrest, slow 
waves, and tonic-clonic convulsive move- 
ments reappeared with bilateral carotid sinus 
compression. (Fig. 2 shows the blood pres- 
sure response of one individual to 0.1 mg. 
epinephrine given intravenously, and his re- 
action to bilateral carotid sinus compression 
at various levels of the blood pressure. ) 

(d) Effect of Electro-Convulsive Shock 
and of Prefrontal Lobotomy.—We have had 
the opportunity of studying the response to 
carotid stimulation before and after electric 
shock therapy and before and after pre- 
frontal lobotomy. A higher incidence of 
positive central nervous system effects was 
found after electric shock treatment, and 
after prefrontal lobotomy(16, 17). 

We introduced an additional modification 
by elevating the blood pressure in a patient 
who received electric shock therapy. Prior 
to electric shock treatment we repeatedly 
failed to obtain slow cortical waves and tonic- 


clonic movements during elevation of the 
blood pressure. After the patient received 
a number of electric shock treatments, his 
EEG showed the familiar effect of repeated 
convulsions induced by electric current, 
namely, a great deal of diffuse slow-wave 
activity. The blood pressure was again arti- 
ficially elevated, but this time carotid com- 
pression brought about a definite slow-wave 
discharge on the EEG together with a tonic- 
clonic seizure. The positive central nervous 
system effects of carotid compression during 
the phase of elevated blood pressure subsided 
as the electroencephalographic disturbance 
created by therapeutic electric shock subsided, 


DISCUSSION 


This study concerns itself essentially with 
the cardiac and cerebral effects of carotid 
sinus compression. Right, left, and bilateral 
carotid sinus compression were studied. 
The results of unilateral compression were 
merely quantitatively different from bilateral 
compression ; there were no qualitative differ- 
ences either as regards the cardio-circulatory 
or cerebral effects. We shall compare the 
cardiac and cerebral effects of carotid sinus 
compression. 

The cardiac slowing or asystole character- 
istically occurred immediately upon applica- 
tion of forceful brisk pressure, and could be 
obviated by previous atropinization of the 
patient (vagal block), by previous novocaini- 
zation of the carotid sinuses, or by the tech- 
nique of gradual compression. Cardiac slow- 
ing or asystole was obtained in practically 
every individual in whom the carotid sinuses 
were satisfactorily stimulated from the tech- 
nical point of view. Compression to occlusion 
was not necessary to obtain the cardiac 
effects. Compression of the carotids below 
the bifurcation caused acceleration of the 
heart. 

The cerebral effects of carotid sinus com- 
pression—3 per second slow waves in the 
EEG and unconsciousness with tonic-clonic 
movements—were influenced by an utterly 
different set of factors. The cerebral effects 
were obtained after, and not before, 8-10 
seconds of sustained bilateral carotid sinus 
compression. The cerebral effects were not 
obviated by atropinization (vagal block) or 
by novocainization of the sinuses. The cere- 
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Fic. 2—The effect in one individual of elevation of blood pressure upon the response to bilateral 
carotid sinus compression. 


The arrow indicates the point at which epinephrine 0.1 mg. was administered intravenously in order 
to raise the blood pressure. The curved line indicates the changes in systolic blood pressure. The crosses 
(x) indicate the points at which bilateral carotid sinus (CS) pressure for 10 seconds was applied. The 
clinical, EKG, and EEG effects of carotid sinus compression are indicated as follows. 


EKG: +++ = cardiac arrest immediately after compression 
++ = moderate slowing immediately after compression 
+ = slight slowing 
EEG: +++ = high voltage 3 cycles per second outbursts after 10 seconds of compression 
++ = slow waves of 5-8 per second frequency after 10 seconds of compression 
CLINICAL: +++ = unconsciousness with short tonic-clonic seizure 
+ = a few involuntary muscle twitches without loss of consciousness 
CS @: = no clinical, EKG, or EEG response to bilateral carotid sinus compression 
for 10 seconds, 


The positive effects of bilateral carotid sinus compression at normal blood pressure levels (immediate 
cardiac arrest, a high voltage slow burst in the EEG at 10 seconds, ushering in unconsciousness with a 
short tonic-clonic seizure) is negated by rise in blood pressure but reappears as the blood pressure falls to 
normal (see text). 
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bral effects were not obtained, in our ex- 
perience, except by sustained compression ; 
superficial pressure or massage failed to 
elicit the cerebral response. Compression of 
the carotids below the bifurcation produced 
cerebral effects similar to those evoked by 
sinus compression and after approximately 
the same interval of time. 

The above considerations lead one to sup- 
pose that the cardiac effects of sinus com- 
pression are due to a true reflex mediated 
by way of the vagus; and that the cerebral 
effects of compression are due essentially to 
loss of circulation to the brain. In our ex- 
periments the cerebral reflex, if it was func- 
tioning, played a minor or subsidiary role 
in the production of the central nervous 
manifestations since, as stated, the central 
nervous manifestations were not blocked by 
atropinization or by novocainization of the 
sinuses and indeed could be elicited by com- 
pression below the sinuses(17). 

The seizure induced by carotid compres- 
sion was ushered in by high voltage slow 
waves of a type seen in anoxia(7, 8, 9), 
occlusion of the circulation to the brain(4, 
5, 6) or orthostatic syncope(3); but the 
waves were not the type seen in grand mal 
epilepsy. 

The effect of elevated blood pressure in 
inhibiting both the cardiac and cerebral mani- 
festations of carotid sinus compression may 
be explained as follows: In some individuals 
the vertebral arteries supply a circulation to 
the brain adequate to offset the effects of 
carotid compression. In these we obtain no 
central nervous system effects with carotid 
compression. In other individuals the verte- 
brals are not adequate to maintain the func- 
tional activity of the brain in the face of oc- 
clusion of the carotid circulation at normal 
blood pressure levels but the vertebral circu- 
lation becomes adequate when the systemic 
blood pressure is sufficiently elevated. In 
these cases positive central results are ob- 
tained on carotid compression at normal 
levels of blood pressure, but negative results 
upon raising the blood pressure. 

The possibility that apprehension may of 
itself tend to inhibit the central effects of 
carotid compression should be considered. 
This factor may be involved in experiments 
in which blood pressure was elevated by 
drugs stimulating the central nervous system. 


However, the fact that the same effects ap- 
peared although blood pressure was elevated 
by a variety of drugs, some with minimal 
central nervous action, would indicate that 
apprehension or central nervous stimulation 
was not alone responsible. Central effects 
from carotid compression were induced in 
many apprehensive patients at normal blood 
pressure levels, although perhaps with greater 
difficulty. 

The diminished effect of carotid sinus com- 
pression on the heart (less slowing or asys- 
tole) during artificial elevation of the blood 
pressure is explained by the hypothesis that, 
since the intrasinus pressure is high and the 
cardiac reflex is working near its maximum, 
no further cardiac effect could be obtained 
by external pressure on the carotid sinuses, 

The effect of electric shock and prefrontal 
lobotomy in raising the susceptibility to the 
slow-wave, tonic-clonic manifestations of ca- 
rotid compression we believe may be due to 
temporary cerebral excit- 
ability by these procedures. Under condi- 
tions of heightened excitability the central 
effects are more frequently and more readily 
elicited. 


heightening of 


SUMMARY 


The electroencephalographic, electrocardi- 
ographic, and clinical effects of carotid sinus 
stimulation, unilaterally and bilaterally, were 
studied in 122 individuals. 

In every case in whom satisfactory carotid 
sinus compression was performed cardiac 
slowing or asystole was obtained immediately. 
One-fourth of the cases showed asystoles, 
usually 3-5 seconds in duration but varying 
up to 9 seconds. 

In 66% of the cases high voltage 3 per 
second slow waves appeared abruptly in the 
EEG diffusely and symmetrically, after 10 
seconds of sustained forceful compression 
of the carotid sinuses. 

In 60% of the cases unconsciousness with 
a short tonic-clonic seizure occurred imme- 
diately after the appearance of the slow-wave 
discharge. The seizure lasted 5-15 seconds, 
with recovery immediate and complete. 

These effects of compression could be re- 
peated many times with remarkable consis- 
tency without any cumulative or permanent 
effects upon the EEG or EKG. 
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Compression of the common carotid ar- 
teries below the bifurcation produced im- 
mediate acceleration of the heart. The central 
effects were obtained after approximately 10 
seconds of sustained compression and were 
similar to those obtained by carotid sinus 
compression. 

Elevation of blood pressure reduces the 
central effect of carotid sinus compression. 
Electric shock and prefrontal lobotomy facil- 
itate the central effect of carotid sinus 
compression. 

The central effects of carotid sinus com- 
pression described above are thought to be 
due largely to interference with the carotid 
circulation to the brain. 
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CARBON-DIOXIDE NARCOSIS THERAPY ’° 
JOSEF A. KINDWALL, M.D.,2 Wauwatosa, Wisc. 


Since we began exploring the clinical 
effects of Meduna’s CO,-O, narcotherapy in 
the fall of 1946, we have treated over 100 
patients. Some of these have been too recent 
to include in this report; but we are here 
giving some data on 75 cases. In this group, 
2,000 treatments were given, the number for 
each patient ranging from one treatment to 
210. 

We used a mixture of 30% CO, and 
70% Oz. The patient, in a supine position, 
breathes it through an ordinary mask-rubber- 
bag-reducing valve arrangement. The method 
is described by Meduna in the February 1947 
issue of Diseases of the Nervous System. 
From 15 to 50 or more inspirations may 
be necessary to induce narcosis. The patient 
may go to sleep very quietly and awaken 
in 2 or 3 minutes in a relaxed condition, 
without being able to report any dreams or 
other special experiences ; or he may be very 
restless, excited, and active, and may have 
dreams of a pleasant, neutral, bizarre, or 
even terrifying nature. 

Our use of the method was of an explora- 
tory nature. Hence we applied it to a great 
variety of cases, both psychotic and psycho- 
neurotic, and we often combined it, preceded 
it, or followed it with other forms of treat- 
ment. All the patients except one were resi- 
dents in the sanitarium and had the sort of 
treatment included under the head of general 
regime: a different environment from that 
of home, a regulated daily schedule, occupa- 
tional therapy, physical training and recrea- 
tion, adequate diet. And all of them had, in 
varying degrees of intensity, so-called psy- 
chotherapy, in which the patient was given 
the opportunity to discuss his ideas and feel- 
ings in relation to his present and past ex- 
periences and situations, was encouraged and 
assisted in reaching an understanding of them 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

2 Co-AuTHors: Carroll W. Osgood, M. D., Ben- 
jamin A. Ruskin, M.D., Lewis Danziger, M. D., 
H. Gladys Spear, M. D., Raymond Headlee, M. D. 

8 From the Milwaukee Sanitarium. 
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and in making what adaptations he could 
in his attitude, and also in modifying his 
environmental situation that seemed 
desirable and possible. Deep interpretation 
of psychodynamic mechanisms was not at- 


when 


tempted. It was our aim to receive the 
patient’s spontaneous verbalizations with 
benevolent neutrality, while encouraging 


catharsis and abreaction. The psychiatrists 
did, however, express their opinions on 
practical matters when it seemed appropriate, 
and even used strong suggestion in some 
cases. 

Of the cases here considered, 37 received 
no other specific treatment during their 
course of CO,; of these, 18 were considered 
as recovered or improved enough to go home, 
II were not noticeably changed, and 8 seemed 
to have their symptoms aggravated. 

Of the 18 listed as recovered or improved, 
all were classified as psychoneurotic; I1 of 
these had shown alcoholism or barbiturate 
addiction, 2 had prominent psychosomatic 
complaints, 3 showed predominant anxiety, 
and 1 was chiefly obsessive-compulsive. The 
improvement in the alcoholics is, of course, 
too recent to evaluate. 

Of the I1 apparently unaffected by the 
therapy, 7 were alcoholic, I an anxiety state, 
I obsessive-compulsive, and 2 schizophrenic. 

Of the 8 whose symptoms were aggra- 
vated, I was classed as hypochondriacal, 1 
alcoholic, 2 anxiety states, 2 obsessive-com- 
pulsive, and 1 manic-depressive. 

Only 4 of all the 75 patients had predomi- 
nantly pleasant experiences during the CO, 
narcosis ; 19 had neutral dreams, 21 unpleas- 
ant experiences, 15 had no memories of any- 
thing, and 16 varied a great deal during 
various treatments. 

We have been unable to correlate the type 
of subjective reaction under CO, with either 
diagnosis or prognosis, except that those 
whose condition seemed aggravated experi- 
enced uniformly unpleasant reactions at each 
treatment. However, some who suffered 
during narcosis improved, though most of 
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the improved patients showed variable or 
neutral CO, experiences. 

Several of the authors of this report have 
taken a number of these treatments. One of 
us took a series of 97, averaging 4 per week. 
From 30 to 50 inspirations were taken each 
time. In about half the sessions he could 
recall no dreams, but was aware, on awaken- 
ing, that thoughts, mostly of daily events, 
had been going through his mind. For the 
rest of the treatments he could recall dreams 
of a pleasant nature, often with a sexual col- 
oring, but without orgasm. During the first 
period (about 20 treatments) his nocturnal 
dreams seemed more vivid than usual. From 
the 20th to about the 5oth treatment he 
stopped his tendency to onychophagia, but 
then resumed. During this period, about the 
4oth treatment, he became depressed and ir- 
ritable for about 4 days, experiencing un- 
reasonable anger at minor things. The use 
of stimulus words, spoken by the person 
giving the treatment during the narcosis, was 
tried in this man’s series, and used about 
40 times. On only 2 or 3 occasions was 
the actual word remembered. All but 2 or 
3 times, however, the remembered dream 
was about the stimulus word. During one 
treatment he dreamed about an atomic bomb 
explosion, but with no fear. “It was like a 
total dissolution—a pattern completed”; he 
felt relaxed and comfortable. This dream oc- 
curred not long after one of his patients had 
a terrifying atom-bomb dream. 

Another one of us who took an equally 
long series also noted a period of depression, 
beginning about the 44th treatment. In sub- 
sequent treatments, an emotionally traumatic 
life situation was reviewed during the CO, 
and accompanied by an adequate, though de- 
layed, grief reaction, with a resulting full 
acceptance of its significance. This same 
investigator, who had some time before suf- 
fered a very severe car accident, with am- 
nesia for some of the event, had been having 
nocturnal dreams of impending and uncon- 
trollable catastrophe. During the CO,-stimu- 
lated dreams, the forgotten details of the 
accident were gradually recalled and there 
was a complete cessation of the terrifying 
night dreams. 

It was noted that those patients who had 
over 40 treatments experienced a period of 


depression during the series, the period last- 
ing several days to over a week, but being 
dissipated by further treatment. With the 
lifting of this depression, most of these pa- 
tients reported a gain in insight into some 
conflict, and an associated increase in a feel- 
ing of well-being and stability. 

We have used some modifications of the 
original technique. Some specific stimulus 
words were used with several patients, with 
variable results. In some cases, when the 
stimulus word carried emotional associations 
it influenced the experience of the patient 
during the narcosis. In other cases it failed. 
The effect seemed to depend, at least in part, 
on the depth of the narcosis at the moment 
of stimulus. 

Another modification was the use of di- 
rect suggestion. One woman (H) came to 
recognize the suggestion (on awakening) as 
emanating from her doctor and as repre- 
senting a guiding and sustaining influence 
through some of her treatment experiences 
which were distressing and disagreeable. 
She had a psychoneurotic depression of 3 
years’ standing, with many physical com- 
plaints; she received 75 treatments and re- 
covered in 5 months. 

Some of the patients were very afraid of 
the treatments, some of them even before 
they experienced actual narcosis; others 
after terrifying dreams. By the use of light 
oral barbiturate sedation an hour before, 
and the use of a very small dose of intra- 
venous pentothal-sodium just before the 
treatment, it became possible for such pa- 
tients to accept the treatments. 

With so small a number of cases, so re- 
cently treated, a statistical analysis is not 
valid. But a brief mention of some cases 
that we consider significant is in order. 

The question of possible activation of a 
psychosis naturally arises because of psy- 
chodynamic considerations. We treated 2 
schizophrenics during remissions when they 
showed only tension states that might have 
been called psychoneurotic, but in neither 
case did any activation take place. Both of 
them improved during the course of the 
treatments ; one (E) has remained well; the 
other (VO) remained very well for 4 
months at home, then developed a typi- 
cal, severe, paranoid schizophrenia which 
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eventually yielded to combined insulin- and 
electroshock. A woman with a schizoid de- 
pression (M) became more tense and talked 
more freely of bizarre dreams of influence 
and of mystical preoccupations ; the CO, ex- 
periences were distressing and only I5 were 
given. She recovered with insulin-shock 
treatments. Retrospectively (rightly or 
wrongly) she ascribes much of her improve- 
ment and insight to CO,. But it must be 
recognized, it seems to us, that a patient’s 
feeling that insight has been curative may be 
a subjective illusion. 

Several hypomanic patients have become 
more manic (B, M) during the CO, course. 
A depressed woman (D) with bizarre fears 
of torture became worse and relapsed more 
quickly than in previous attacks. She re- 
covered under shock treatments. One wo- 
man (V) with an extremely severe case of 
depression and stubborn obsessive-compul- 
sive symptoms of long standing, complicated 
by a very difficult family reality situation, 
had improved under shock treatment but was 
still very tense, manneristic, and unhappy. 
She received 210 CO, treatments together 
with thyroid medication (started a few 
weeks before she left) and made an apparent 
recovery. 

Another woman (B) with a long history 
of instability, depressions, and in the midst 
of a very severe autistic love affair without 
insight, improved markedly under a course 
of 131 treatments and has remained better, 
though still showing some variations in 
mood. 

A few patients have shown some signs of 
addiction to the treatments, among them 
even some who have reported the sessions 
as unpleasant in themselves. They have 
nevertheless felt more relaxed after them. 
We have not been able to carry any of these 
series far enough to know whether a deeper 
therapeutic effect was in process of being 
achieved. 

Among those patients whom we did not 
list as either recovered or improved because 
their presenting symptoms were not entirely 
abolished, there were some who, by their 
own, their family’s, and our observation were 
seen to have made some gains, such as de- 
crease of tension and insomnia; increase of 
insight into fact of illness and mechanisms 


of defence, compensation, etc.; reduction 
in frigidity or impotence; improvement in 
interpersonal relationships. 

There is a practical aspect of these treat- 
ments, dealing with the management of pa- 
tients, that seems worthy of note. It has 
seemed to us that this method has often 
helped the patient to renounce the illusion of 
self-determination, to accept the idea of un- 
consciously and physiologically determined 
reaction patterns, and thus to become a more 
willing co-worker in exploring the factors in 
his illness, whether physiological, situational, 
or conditioned. The patient may yield to the 
impersonal machine what he would with- 
hold from the authoritative physician. 

The manifold chemical effects of a high 
concentration of inhaled CO, on the body 
fluids and especially the nervous parenchyma 
must be left for others to discuss. But the 
great variation of effect—psychic, motor, and 
autonomic—in different persons is very 
striking and calls to mind similar variations 
in the toxic psychoses. It seems reasonable 
to assume that these individual differences 
may be due to one or more of the following 
factors: (1) variations in the structure of 
the central nervous system; (2) different 
physicochemical states of the organism; 
(3) differences in the conditioned patterns 
established by the life experiences of the 
patient, these patterns being themselves the 
result of the interaction of previous physi- 
ological states and environmental factors. 

In those people who show an active motor, 
autonomic, or psychic reaction to the CO, 
one can look upon it as a very brief, con- 
trollable, elective toxic psychosis. If the pa- 
tient’s homeostatic capacity is adequate, he 
recovers from each induced attack. The iso- 
lated or poorly integrated functional patterns 
which form the nucleus of the mental-emo- 
tional abnormality are reactivated or dis- 
inhibited during each treatment. In the proc- 
ess of awakening or recovery, they are as- 
similated or integrated into the dominant or 
conscious pattern or cerebral “analyzer.” 
This frequent reactivation and reintegration 
may be the therapeutic factor, a kind of de- 
sensitizing process. 

Possibly this reactivation and assimila- 
tion of pathological patterns need not always 
be such as to be verbalizable or conscious. 
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This could be the case in the apparently 
nonproductive CO, sessions, which in some 
cases nevertheless appeared to be beneficial. 
Whatever the mechanism, we have found 
that the CO, treatments are often a help in 
establishing or improving rapport, in pro- 
moting relaxation, in revealing the patient’s 
problems to himself and the doctor, and in 
making the patient more accessible and 
amenable to treatment and management. 


SUMMARY 


The use of, carbon dioxide narcosis ther- 
apy is reported using 75 cases as a base for 
discussion. Statistical analysis is not at- 
tempted, but the reactions of some patients 
are described. The experience of 2 of the 
investigators who took a long series of the 
treatments is reported. The variation in 
effect in different patients at different times 
is emphasized; so also is the value of the 
method in promoting rapport, insight, relaxa- 
tion, and management of the patient. The 
individual treatment is compared to a brief, 
elective, controllable toxic psychosis. 


DISCUSSION 


Paut H. Witcox, M.D. (Traverse City, Mich.). 
—It is a privilege to be permitted to discuss this 
paper. Personally I have given carbon dioxide 
treatments to nearly 250 patients and have given a 
total of nearly 3,500 such treatments since I added 
this method to our procedures at Traverse City 
State Hospital in June 1946. There are some minor 
differences in our procedure, but I can endorse most 
of the findings presented by Dr. Kindwall. For in- 
stance, I usually start with a 20% CO:-80% O: 
mixture and at the tenth respiration add a small 
stream of 100% CO: to the rebreathing bag so that 
the concentration of COs slowly builds up to a deep 
coma level as indicated by slight tremors and be- 
ginning depression of respiration. I wish to empha- 
size that every manifestation during this interesting 
therapy has significance and more progress is ob- 
tained if the doctor is successful in aiding the patient 
to discover the significance. 

Dr. Kindwall reports that 8 of the 37 given COs 
only were made worse by the therapy. I think that 
much higher than would be the experience with non- 
hospitalized patients and possibly higher than he 
would have had with improved technique. It is im- 
portant that the first treatment be carried to a deep 
coma level. Once the decision to give the treatment 
is made, provision should be made that the patient 
is held securely enough to keep the mask on and 
obtain a deep coma. It the patient wakes up with 
considerable anxiety the treatment should be re- 


peated in 10 or 15 minutes or even several given in 
a row at intervals of 10 or 15 minutes until the extra 
anxiety is drained off. In such cases it is important 
to follow up the treatment on successive days until 
the tension factors are considerably relieved. This 
procedure does not always work because some pa- 
tients develop a panic about the treatments in spite 
of modifications of technique. Such patients should 
be given a series of electroshock convulsions using 
the new facilitative techniques and then often the 
CO: therapy can be carried out. 

The CO, is not decisive in the major psychoses, 
but a portable unit of equipment which can be taken 
to the disturbed ward makes possible an excellent 
form of sedation in acutely disturbed patients. It 
sometimes works when heavy medication or even 
electroshock therapy fails. When combined with 
electroshock treatments on the same day or on 
alternating days it makes possible more gains with 
the severe psychoses. Thus, it appears that in anx- 
iety and panic states the electroshock therapy acts 
as a sedative and in some acute psychotic states 
the CO: is the more effective sedative at certain 
points in the sequence. 

My attitude differs from that of Meduna in that I 
consider psychotherapy as the central plan of treat- 
ment and the use of the various physiological thera- 
pies should be directed to the crossing of barriers 
and psychological resistances so that improvement 
can be more rapid and more certain. I try to aid the 
patient in the maximum utilization of the various 
aspects of his responses. 

The CO: has a striking value in general medical 
patients in private practice. A general practitioner 
of my acquaintance has been using it for a year, 
treating peptic ulcers, demonstrable by x-ray, gall 
bladder cases, colitis, and various aches and pains. 
He has even used it in proven cardiac cases. These 
patients whose symptoms are largely somatic with- 
out much obvious neurotic component often respond 
the best to a few treatments. The result is that the 
patients and the doctor undergo a radical change in 
their attitudes toward symptomatology. Such pa- 
tients are subject to relapse when new tension 
factors arise in their lives, but they are quick to ob- 
serve the connection between the psychological fac- 
tors and their symptoms and they report back to 
their doctor for a few more treatments. It is my 
impression that the more noticeable are the neurotic 
components, the more difficult is the treatment. 
Those patients who do not respond readily to a few 
treatments should be referred to the psychiatrists 
for special attention. 

I believe that this therapy has considerable 
promise in preventing serious mental difficulties and 
can be used on children and as part of a general 
check-up. It may represent a sample of the uncon- 
scious which can be taken as a routing test pretty 
much as a G-I series might be used for diagnosis. 

As you all know, Meduna started the convulsive 
therapy of the psychoses some 15 years ago. In 
his application of CO. coma therapy to psycho- 
somatic and psychoneurotic conditions he has in- 
troduced another just as revolutionary therapy. 
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THE USE OF MALONONITRILE IN THE TREATMENT OF MENTAL 
ILLNESSES * 


PRELIMINARY REPORT 


IRVILLE H. MacKINNON, M.D., PAUL H. HOCH, M.D., LEONARD 
CAMMER, M.D., ann HEINRICH B. WAELSCH, M.D. 


New York City 


Hydén, Hartelius, and their associates 
at the Caroline Institute, Stockholm, reported 
on the relationship between polynucleotides 
and nervous function in 1947(1). In their 
monograph(2) they report that it is possible 
to increase the nucleoprotein content spe- 
cifically of ganglion cells of the central ner- 
vous system by the intravenous administra- 
tion of malononitrile. This is based on 
quantitative studies made by microspectro- 
graphical methods of the nucleoprotein con- 
tent of the nerve cells of 60 rabbits. They 
made similar determinations on human brain 
tissue obtained by biopsy on schizophrenic 
and manic-depressive patients who under- 
went frontal lobotomies. They found that 
in these brains the pyramidal cells had 
poorly developed nucleolar apparatus and 
a low content of nucleic acid and protein 
substances in large numbers in the third 
ganglion cell layer of the frontal cortex. 

After making these observations, Hydén 
and Hartelius injected malononitrile into 
patients suffering from schizophrenia and 
endogenous depressions. They report that 
in endogenous depressions malononitrile 
causes an initial accentuation of psychomotor 
retardation and depression followed by 
psychomotor spontaneity and euphoria. In 
schizophrenia, malononitrile causes an initial 
accentuation of autism and catatonia fol- 
lowed by increased contact and mental re- 
lease. In two cases malononitrile provoked 
typical epileptic attacks although there had 
been no epilepsy in the history of these 
patients. They consider the effect on the 
psychic functions to be in the nature of a 
stimulation. Thus, the psychic functions ap- 
pear to be correlated to the nucleoprotein 
metabolism of the nerve cells. 


* Read at the 104th annual meeting of The Ameri- 
can Psychiatric Associatidn, Washington, D. C., 
May 17-20, 1948. 
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This optimistic 
effects 


report of the beneficial 
the administration of 
malononitrile on certain psychiatric disorders 
led us to investigate the effect of this drug 
on several inpatients at the New York State 
Psychiatric Institute. The drug (a nitrile 
with the formula CH,(CN).)(3) was ad- 
ministered intravenously in the form of a 
5% solution which was freshly prepared. 
Amounts were determined on the basis of 
tolerance and this varied between 2 to 4 
mgms/kg body weight. Toxic manifesta- 
tions were controlled by the administration 
of 10 ce of a 5% sodium thiosulphate solu- 
tion given intravenously a half hour later. 
Nine patients received a course of at least 
10 injections over a 2 to 3 week period, and 
4 patients received lesser amounts. Total 
doses varied from 300 mgms to 2,225 mgms 
f malononitrile. The average dose was 
,245 mgms per patient. The patients treated 
were predominantly schizophrenic with vary- 
ing clinical symptoms. Most of the patients 
showed marked disturbances in their affec- 
tivity. The following is an abstract of 8 pa- 
tients who received a minimum of 10 injec- 
tions of malononitrile. 


following 


( 


1. D. K. Diagnosis: Schizophrenia. 

A 17-year-old single white female of Russian- 
Jewish background. Admitted 7/10/47 because of 
seclusiveness, withdrawal, silliness, overeating and 
fear of leaving the house for the previous 2 years. 
Since age 6 she showed truancy at school, delin- 
quency, and constant rebellion against authority. 
Physical and laboratory studies were within normal 
limits. Mental status showed unpredictable mood 
swings varying from uncontrollable giggling and 
silliness to apathy, retarded depression, and anxiety. 
She contemplated (and on one occasion attempted) 
suicide, had a fear of people, was hypochondriacal, 
showed persecutory trends, and had vague hallucina- 
tory experiences. 

On 9/19/47 she started a course of malononitrile 
and received 13 injections. No changes were noted. 
Subsequently she received combined ECT—Insulin 
Coma (10 ECTs and 50° comas). Discharged 
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1/19/48 as unimproved. Two months later she 
was admitted to a state hospital. 


2, M. E. Diagnosis: Manic-Depressive. 

A 28-year-old white female, separated, of German- 
Jewish background. Admitted on 2/10/48 because 
of depression. There is a life history of inability 
to make a satisfactory adjustment in her inter- 
personal relationships. Born in Germany in 1919 
and came to the United States in 1937. In the past 
30 months she has had 3 episodes of depression 
followed by hypomanic behavior against a_back- 
ground of referential ideas, ambivalence, suicidal 
ideas, withdrawal, and suspiciousness. Her father 
was paranoid and twice hospitalized for mental ill- 
ness. Mother had periodic depressions and was 
treated with ECT in 1946. 

Physical examination is significant because of the 
presence of a spinal column scoliosis due to an an- 
terior poliomyelitis at age 8. On admission patient 
was elated, gregarious, and distractible with in- 
creased psychomotor activity. She showed sus- 
piciousness, indecisiveness, and entertained mild 
grandiose ideas. She was given 10 injections of 
malononitrile beginning February 16, 1948. No 
changes in her behavior were noted. 


3. E. W. Diagnosis: Schizophrenia. 

A 33-year-old single white female of Scandinavian 
descent. Admitted 3/28/47 because of feelings of 
inferiority, inability to work, multiple fears (of 
subway, buses, and people) and destructive and 
combative behavior at home. The above dates back 
to the patient’s 18th year, at which time she be- 
came depressed and began to complain of hopeless- 
ness and a fear of spinsterhood, associated with 
feelings that she was very unattractive. She had 
multiple somatic complaints and ideas of reference. 
In 1940 (age 26) she was treated with 7 ECTs. 
In 1946 she made several abortive attempts at 
suicide. 

Physical examination was essentially negative. In 
the hospital she showed frequent mood changes. 
Thought content was completely narcissistic with 
occasional ideas of unreality and destructive be- 
havior. She continued to be suicidal and depressed. 
July 1, 1947 she started on a course of 20 ECTs and 
60 injections of ambulatory insulin, with no im- 
provement. On September 26, 1947, she received a 
course of 10 malononitrile injections with no im- 
provement. Lobotomy was performed on 11/28/47. 


4. A. B. Diagnosis: Schizophrenia. 

A 39-year-old white married female of Irish 
Catholic background. Admitted 12/18/47 because of 
marked depression, feelings of unreality, delusions, 
extreme fatigue, and undernourishment. Patient 
had an incomplete induced abortion in April 1947. 
In June 1947 she visited her parents in Ireland. 
During this visit she developed ideas that her son 
was not her own. She became depressed, suspicious, 
perplexed, and fearful. 

Physical examination on admission showed a 
markedly underweight, poorly nourished, dehy- 
drated female appearing older than her chrono- 
logical age. Other findings were negative. Patient 


was seclusive, detached, and depressed. She had 
persecutory, nihilistic, and suicidal ideas. Shortly 
after admission she began to show rapid improve- 
ment. Malononitrile was given, beginning 12/28/47. 
Although this patient continued to show improve- 
ment there were no unusual changes. She was dis- 
charged on 2/16/48 to the OPD as much improved 
but still showing vague suspiciousness and some 
ideas of reference. 


5. T. D. Diagnosis: Schizophrenia. 

A 26-year-old single white female of Italian back- 
ground. Admitted 9/18/47 with a life history of 
autism and dereism. At age 21 she developed mul- 
tiple somatic complaints (especially of the GI tract) 
and an almost complete restriction of activity be- 
cause of a fear of people, trains, buses, and tunnels. 

Physical examination showed a thin, asthenic 
girl with a tendency to hirsutism but otherwise 
negative. In the hospital she was seclusive, aloof, 
hostile at times, tense, anxious, and depressed. She 
had multiple somatic complaints. No hallucina- 
tions or delusions. Her sensorium was clear. In- 
sight lacking. She showed no improvement with 
intensive psychotherapy. On 1/10/48 she had a 
course of 10 ECTs which served only to relieve 
some of her tension. On 2/16/48 she received 10 
injections of malononitrile with no improvement. 
She was discharged on 3/20/48 to the OPD for 
intensive psychotherapy. 


6. S. M. Diagnosis: Manic-Depressive. 

An 18-year-old single white female. Admitted 
3/9/48 because of depression, crying spells, pre- 
occupation, and inability to concentrate for approxi- 
mately 6 months. The onset was precipitated by 
entry into college plus the need to make a decision 
concerning her status with a male companion. 
Prior to admission she was given 4 ECTs on an 
ambulatory basis. Following this she became more 
confused, withdrawn, and depressed. 

Physical examination and laboratory studies were 
all within normal limits. The predominant picture 
was one of depression, withdrawal, and preoccupa- 
tion. She received intensive psychotherapy and 
showed definite improvement. On 4/1/48 a course 
of malononitrile was administered. No particular 
change was noted with this. She continued with 
intensive psychotherapy and was discharged to the 
OPD on 4/26/48. 


7. A. S. Diagnosis: Schizophrenia. 

A 28-year-old single white female. Admitted on 
8/12/47 because of marked hypochondriasis and 
diffuse anxiety for the past 34 years. In this period 
a normal appendix was removed and approximately 
20 teeth were extracted. Practically every part of 
her body had been X-rayed and examined by nu- 
merous physicians. 

Physical and laboratory findings on admission 
were essentially negative. Patient was tense, with- 
drawn, seclusive, markedly hypochondriacal, de- 
pressed, uncooperative, untidy, and constantly de- 
manding relief from her “misery.” Ambulatory in- 
sulin was started on 9/30/47 and continued until 
1/8/48. During this period she also received 20 
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USE OF MALONONITRILE IN TREATMENT OF MENTAL ILLNESSES 
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ECTs. There was no improvement. She then re- 
ceived intensive psychotherapy with repeated in- 
travenous sodium amytal and 7 treatments with 
electronarcosis. The patient seemed to get worse 
with this. On 4/1/48 she received a course of 
malononitrile and again showed no improvement. 
She was discharged on 4/26/48 as unimproved with 
the recommendation that she be committed to a 
state hospital. 


8. A. G. Diagnosis: Schizophrenia. 

A 29-year-old white female. Admitted 3/25/48 
because of depression, indecisiveness, anxiety, over 
indulgence in alcohol and barbiturates, and sexual 
promiscuity for the past three years. 

Physical examination and laboratory studies were 
negative. A hysterectomy was performed in 1945 
because of dysmenorrhea. Mentally, she showed 
apprehension, suspiciousness, ideas of reference, 
phobias, preoccupation with sexual thoughts, anx- 
iety, and withdrawal by aloofness. 

Patient was treated shortly after admission with a 
course of malononitrile. She showed no improve- 
ment except that her need for barbiturates and alco- 
hol disappeared. This, however, was to be expected 
on the basis of hospitalization and the support due to 
psychotherapy. No marked change has been noted 
in her mental status. She has not received other 
somatic therapy. 


To date no remarkable persistent changes 
have been noted in any of the patients to 
whom malononitrile was administered. There 
were no permanent changes in the motor 
or sensory function or in the mental status 
of these patients. Objectively and sub- 
jectively they showed no improvement fol- 
lowing administration of varying dosages 
of this drug. 

It should be noted, however, that a tem- 
porary toxic reaction was produced in each 
of the patients following practically every 
injection. This reaction consists of flushing, 
vague feelings of discomfort, restlessness, 
mild headache, and slight chills. After 15 
minutes the following are frequently present : 
nausea and occasional vomiting, tachycardia 
(120-140) with palpitation, drop in blood 
pressure, severe chills, dizziness, and ex- 
treme restlessness. One patient complained 
of “a peculiar taste in my mouth.” One pa- 
tient on 2 occasions became stuporous. 

In all instances the administration of 10 cc 
of a 5% solution of sodium thiosulphate 


relieved the patient of all toxic symptoms 
within 5 minutes. Pulse and blood pressure 
returned to normal. Several times the pa- 
tients complained of nausea and headache 
reappearing in the early afternoon and per. 
sisting for several hours. These were easily 
controlled with bed rest. At the present time 
sodium thiosulphate is administered approxi- 
mately 15 to 20 minutes after the injection 
of malononitrile to avoid severe toxic reac. 
tions. Epileptic convulsions did not occur 
in our series. 


CONCLUSION 


Malononitrile administered intravenously 
in doses varying from 2-4 mgms/kg body 
weight was of no benefit in the treatment of 
Q patients who received approximately the 
amount of malononitrile recommended by 
Hydén and Hartelius. With the exception 
of a mild toxic reaction after injections the 
patients displayed no improvement of their 
psychotic conditions. In addition, no altera- 
tions were observed in their emotional reac- 
tions. Our investigations were carried out 
predominantly on schizophrenic patients, 
The material on manic-depressives is insufh- 
cient from which to draw conclusions. The 
theoretic concept of Caspersson and Hydén 
concerning the relationship of nucleoprotein 
metabolism and malononitrile was not in- 
vestigated at this time. We were interested 
in the clinical application of malononitrile 
which, as our reported findings show, is es- 
sentially negative. 
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CURRENT TRENDS IN GERMAN PSYCHIATRY 
PROF. KURT SCHNEIDER, HeEwe .serc 


Epitor’s Note.—Professor Kurt Schneider, Di- 
rector of the Psychiatric and Neurological Clinic, 
University of Heidelberg, in response to our request 
for a statement of the main trends in the psychiatric 
field in postwar Germany kindly contributed a re- 
port of which the following is a translation. 


Much research activity is again going on in 
the German psychiatric and neurological 
clinics—nearly all of which are now, signifi- 
cantly, called “neurological clinics’—and in 
the few research centers having similar ob- 
jectives. Most of this work is in the fields 
of neurology, histopathology of the brain, 
serology, brain physiology, and has little or 
no relation to psychiatry proper. Clinical 
studies of psychic disorders and somatic in- 
vestigations directly connected therewith are 
seldom encountered. 

Herewith are presented briefly the main 
trends of German psychiatry today. 

1. Brain localization studies are still the 
principal objective of Kleist, such studies 
naturally not being limited to brain histopa- 
thology. Because of the practical difficulties 
in carrying forward his main line of investi- 
gation Kleist is turning more to purely 
clinical studies. 

2. Physiological psychiatry, seeking the 
causes of the (endogenic) psychoses in 
pathophysiological findings, is unfortunately 
hardly represented at all. None of the few 
investigators previously occupied with in- 
itiating such studies is still so engaged. 

3. Kretschmer is consistently following up 
his constitution [Konstitutionswissenschaft- 
liche] psychiatry, also into the physiological 
field. He has many followers. This ap- 
proach seems to offer clear and illuminating 
possibilities for the mastery of the question 
of the endogenic psychoses. In this connec- 
tion should be mentioned also the genealog- 
ical branch ; but it must be said that genealog- 
ical investigations, formerly carried to such 
exaggerated dimensions, have not yet been 
vigorously resumed. 

4. Psychopathology, by which term we 
would designate psychiatry in the narrow 
sense, is little cultivated. We distinguish the 
following subgroups : 


(a) The conceptual-descriptive [begriff- 
lich-beschreibende}, i.e., clinical in the nar- 
row sense. This viewpoint has become less 
common, although it is represented by Gruhle 
and the writer as well. The new edition of 
Jaspers’ General Psychopathology attracted 
the widest attention but will hardly have 
great influence, since the book, although 
uniquely ingenious, betrays the lack of recent 
clinical experience. 

(b) Related is a strongly logical-phenom- 
enological trend that is again becoming mani- 
fest, but which because of its difficult intel- 
ligibility will not become common property 
among psychiatrists. 

(c) German psychiatry continues of one 
mind in excluding psychogenetic, or more 
strictly speaking psychoanalytic, psychiatry, 
insofar as the causation of the psychoses is 
concerned. It makes use of such interpre- 
tation to some extent in investigating the 
conflict reactions (“neuroses,” a term that 
I reject). 

(d) Existence-analytic [daseinsanaly- 
tische] psychiatry (Binswanger, Storch) is 
scarcely represented in Germany and is not 
here regarded as an avenue for empirical 
research. 

(e) Of good prospect although not yet 
possible to set forth fully is a functional- 
analytical psychopathology of which Carl 
Schneider was an exponent. From related 
viewpoint Conrad is carrying on investiga- 
tions in the sequel of brain injuries. 

These are some of the types of research 
in Germany today. That all are more or less 
closely related is obvious, likewise that many 
fields inevitably overlap. 

A word about therapy. In the conflict re- 
actions, as has been mentioned, various ana- 
lytical methods are more or less used. The 
endogenic psychoses are mainly treated by 
the different shock therapies, electroshock 
being far in the lead. Insulin was scarcely 
available until recently. Opinions as to the 
results of shock therapy are, on the average, 
much less optimistic than in America. We 
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have had hardly any experience with lobot- 
omy. There is great reluctance to undertake 
this operation and a pretty general tendency 
to reject it on grounds of principle. Penicil- 
lin treatment of the luetic psychoses has 


been tried here and there—and only very 
recently—encouraged by the lectures of E. 
Straus in the summer, 1948, which were re- 
ceived with the greatest appreciation and 
interest. 
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A NOTE ON THE ARCHITECTURE OF THE PSYCHIATRIC WARD 


BRUCE MERRILL, M.D., San Francisco, Catr.? 


| During the past 10 years the author has 
| worked as a member of the staff of 9 different 
institutions which housed patients with psy- 


chiatric problems.? Because of his interest 


| in this problem, he has inspected many more.* 


As nearly as the author could determine, only 
5 of these institutions * had made any serious 
attempt to adapt the architectural design of 
the wards to the specific needs of a psychiatric 
institution. 

The author agrees with those who say 
that the skill, training, and particularly per- 
sonality characteristics of those who treat 
psychiatric patients is the primary considera- 
tion in such treatment and far supersedes 
such considerations as the architectural at- 
tractiveness of the institution. He does not 
agree, however, that this means that we 
should completely neglect such mundane mat- 
ters as the planning of a ward. He sympa- 
thizes, rather, with the attitude of the head 
of one large psychiatric service who selected 
his staff with extreme care, but also found 


time to personally select wallpaper for his 
clinic with an eye to its soothing effect on 
patients and staff. Psychotherapy can be ef- 
fective in a foxhole. Too many of our institu- 
tions look as though their aim had been to 


1 From the Division of Psychiatry, University of 
California Medical School and The Langley Porter 
Clinic, California State Department of Mental 
Hygiene. 

2 The Boston Psychopathic Hospital; The Mas- 
sachusetts General Hospital; The U. S. Naval 
Hospital, Bethesda, Md.; The U. S. Naval Hospi- 
tal, Portsmouth, N. H.; The U. S. Naval Dispen- 
sary, Quonset, R. I.; The Montefiore Hospital, 
The Bronx, N. Y.; The Country Sanatorium of the 
Montefiore Hospital, Bedford Hills, N. Y.; The 
Mt. Sinai Hospital, N. Y. C.; The Langley Por- 
ter Clinic, San Francisco, California. 

The Menninger Sanatorium; The Psychiatric 
Institute, N. Y. C.; The Worcester State Hospital ; 
The Walter Reed General Hospital; St. Elizabeth’s 
Hospital; The Boston City Hospital; The Peter 
Bent Brigham Hospital; The Los Angeles City and 
County Hospital; The Livermore Sanitarium, 
Livermore, Calif.; Twin Pines Sanitarium, Belmont, 
Calif.; The Compton Sanitarium, Compton, Calif. 

*The Mass. Gen. Hosp.; The U. S. Naval 
Hospital, Bethesda; The Langley Porter Clinic; 
The Psychiatric Institute; Mt. Sinai Hosp. 


resemble one. Psychotherapy can be even 
more effective in the proper surroundings.® 

Progressive state hospital directors now 
realize that saving money for the taxpayers 
is not their prime purpose,® and that the 
quality of care provided for patients should 
determine policies as much as possible. The 
provision of adequate care now requires a 
nation-wide building program. It is to be 
hoped that this program will not be domi- 
nated by the unmodified desire to get roofs 
over the patient’s heads, but that every at- 
tempt will be made to combine the pragmatic 
with the aesthetic in a way which will meet 
the special demands of mental hospitals. This 
will require the amalgamation of ideas from 
psychiatric specialists and architectural spe- 
cialists. This article is written as an effort 
to make the ideas of a psychiatric specialist 
available to interested architects. 

Insofar as possible it is desirable to give 
the psychiatric patient the feeling that he has 
a home which is his castle, yet it is not de- 
sirable to encourage too great a retreat from 
those around him. Constant observation by 
the ward nurse is an aim, yet this observation 
should be as automatic and inconspicuous as 
possible. Ostentatious observation irritates 
the patient and taxes the energies of the 
nurse. The ward plan presented in Fig. 1 is 
an attempt to harmonize these needs. Each 
patient has a cubicle of his own which does 
not permit observation of the occupant of 
one cubicle by the occupant of another, yet 
every cubicle is within the automatic field of 
vision of the nurse sitting at her station. As 
with the respective fields of vision, conver- 
sation and other sounds will tend to be fo- 
cused at the nurse’s station and not to be 
transmitted from one cubicle to another. 

While this arrangement provides each pa- 
tient with a small area of “private property,” 
the area of socialized living is directly at his 
door and equidistant from each door. Fur- 
thermore, the intermediate position of the 


5 Saul, Leon J. Emotional Maturity. J. B. Lip- 
pincott Co., Phila., 1948, p. 280. 

6 The Institute of Living, pp. 142-144, March, 
1948. Perkins, Clifton T. Radio Interview. 
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dining and recreation area between the 
nurse’s station and the cubicle presents other 
advantages. With this arrangement one nurse 
can simultaneously work on her records and 
observe patients in their rooms, eating, and 
at work or play. Also the added distance 
between the nurse’s station and the bed area 
lessens the feeling of being observed on the 
part of the patient who needs to retreat from 
the group. 

It will be noticed that the number of beds 
is small (12). The basic principles of the 
design can be maintained with either a larger 
or smaller number of beds, but this number 
was deliberately chosen. It is the maximum 
number of patients which should be under 
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tion. Fig. 2 presents 4 suggestions for the 
solution of this problem. In areas where land 
is not at a premium, combinations of one of 
the first 3 arrangements in some sort of a 
pavilion system would probably be prefer- 
able. In congested areas, superimposed 
stories of the 4-ward unit would probably 
present the most desirable solution. 

While this plan was designed to meet the 
needs of psychiatric patients and institutions, 
it might also be applicable to other hospitals, 
The line between psychological normality 
and abnormality cannot be drawn and every 
hospital patient has needs which differ little, 
qualitatively, from those of the psychiatric 
patient. 
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the care of one physician if real psychother- 
apy, rather than custodial care, is the aim of 
the institution.” Considering the ideal size 
of a living group from the standpoint of the 
needs of the patient who is in a state of ten- 
sion, Saul ° has recommended an even smaller 
basic unit. 

One more minor point. The arrangement 
gives each patient the same amount of win- 
dow space. 

Such units must be integrated with space 
to house the ancillary services of the institu- 


7 Report on Medical Education. Group for Ad- 
vancement of Psychiatry, Report No. 3, March, 
1948. 


1.—Plan of Basic Ward. 
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Fic. 2——Combinations of the Basic Unit. 
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FACILITATION AND INHIBITION AS FACTORS IN BEHAVIORAL 
DEVIATIONS * 


D. EWEN CAMERON, M.D., Montreat, QueBec 


This presentation consists in a statement 
concerning our further experience with cer- 
tain working concepts which were recorded 
3 years ago(1). At that time these con- 
cepts—namely, facilitation and inhibition— 
were defined as follows: Inhibition is limi- 
tation in the amount and range and slowing 
down of behavior which exist despite other- 
wise general readiness and capacity for 


| activity, as well as the individual’s experience 


of this. Facilitation is increased tendency 
to activity due to increased ease of perform- 
ance in an individual whose capacity for 
activity is otherwise normal, as well as his 
experience of this. 

Since then, considerable use has been made 
of these concepts in setting up phenomenal- 
istic types of investigation, particularly into 
problems of tension. It will serve to clarify 
our uses of these concepts of facilitation and 
inhibition if at this point a brief statement 
is made concerning the phenomenalistic, as 
contrasted with the much more widely used 
personalistic, approach to problems of be- 
havior. It should at once be said with all 
possible emphasis that both have their values, 
but it must be stated with equal force: 


(a) That the phenomenalistic approach has been 
unjustifiably neglected in the last several decades; 

(b) That it eliminates several difficulties inher- 
ent in the personalistic approach, chief among them 
being that of transferring conclusions from one case 
to the next; 

(c) That it greatly decreases the tendency often 
found associated with the personalistic approach, 
namely, that of anthropomorphizing the data; e. g., 
one not infrequently finds that activities may be 
described in terms of hostility and guilt, although 
these activities occur at functional levels far below 
those at which such designations have any validity. 
Admittedly to be a little fanciful, such a way of 
thinking views the carbuncle on the back of the 
man’s neck as the pregnancy expressive of the la- 
tent homosexuality, and is prone to conceive of 
phagocytosis as the demonstration of an intro- 
jected hostility ; 


1 Read at the r1o4th annual meeting of The 
American Psychiatric Association, Washington, 
D. C., May 17-20, 1948. 


(d) That phenomenalistic concepts are more 
readily amenable to the experimental method and 
therefore to validation. 

In further introduction of this discussion 
of facilitation and inhibition as factors in 
behavorial breakdown, 3 definitive statements 
should be made. While these statements are 
primarily concerned with tension, we con- 
sider that since facilitation and inhibition are 
components, there is at least prima facie 
reason to anticipate that they are also ap- 
plicable to these components. 

The first statement is that it is useful to 
consider tension in terms of reactivity, and 
that this reactivity includes not only motor 
and sensory functions with which it has 
tended to be exclusively associated, but also 
secretory and symbolic functions; similarly, 
it is useful to think of facilitation and in- 
hibition in terms of reactivity. 

The second statement is that the concept 
of residual tension, as developed by K. Lewin 
and by C. H. Sharp(4), can be applied both 
to facilitative and inhibitory components. 
This leads to the useful idea of given func- 
tions, or parts of a function, as being lastingly 
overreactive and serving as trigger areas to 
start off a total reaction. For instance, in 
certain individuals the cardiovascular sys- 
tem, or parts of it, may remain lastingly 
overreactive to stress and may serve to start 
off a total tensional anxiety state. Some 
light has been thrown on this by observations 
published (Cameron(2)) upon the relatively 
lasting effects of excessive doses of adrenalin 
upon aspects of the reactivity of the cardio- 
vascular system. In brief, it may be said 
that after excessive doses the veins in the 
area showed effects lasting several hours and 
consisting in blanching and goose-pimpling 
along the course of the vessel. Further evi- 
dence of the overreactivity of the cardiovas- 
cular system consisted in continued elevation 
of pulse and blood pressure rates, and in 
increased response to a given dose of adren- 
alin, all lasting over a period of several days. 
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Moreover, once this overreactive system had 
been stimulated, there tended to be a spread 
to the rest of the organism. In other words, 
the individual tended, to a greater extent 
than before, to develop states of tension 
and anxiety. 

The third definitive statement is to the 
effect that the concept of differentiation of 
tension, which has been well documented by 
E. Jacobson(3), is useful when applied to 
its components, facilitation and inhibition. 
In other words, it is useful to conceive facili- 
tation and inhibition as being dominantly 
present in certain areas, while absent or 
reversed in other parts of the organism. 

The material upon which this study is 
based consists of 60 patients investigated 
during the last 3 years with respect to their 
tensional mechanisms and especially with 
respect to the inhibitory and facilitative com- 
ponents thereof. Upon the basis of these 
observations we may state that deviations in 
behavior appear to be associated with vari- 
ations of facilitation and inhibition with 
respect to (a) the relative dominance of 
either ; (b) competition between either facil- 
itation or inhibition on the one hand, and 
other activities of the organism; and (c) 
their intensity. 

(a) Relative Dominance.—lIt can be shown 
that, in a given series of individuals, a cer- 
tain number tend to act predominantly in 
terms of inhibitory responses and others in 
terms of facilitative. This statement does 
not represent an attempt to categorize the 
individuals on this basis. Similar attempts 
to classify personality types in terms of some 
single function have always broken down 
because of the oversimplification that this 
entails. One can, of course, separate out 
individuals on the basis of the color of their 
eyes, but this is a most uninformative method 
of classification since it tells us nothing about 
the rest of the individual. Hence it is neces- 
sary to state that we are concerned only 
with the fact that the reactivity of some in- 
dividuals is predominantly inhibitory and 
that of others is facilitative, and that this 
fact brings with it certain consequences that 
are of importance in understanding various 
behavioral deviations. 

In Table 1 there are outlined some of the 
characteristics of individuals who tend to. be 


predominantly inhibitory as contrasted with 
those who are facilitative. 

In a given individual whose behavior is 
mainly inhibitory or facilitative, it is quite 
possible to find some aspect of his behavior 
which is at variance with the general trend. 
In our experience, these usually represent 
areas of special difficulty for the patient. For 
example, for one young girl whose behavior 
was essentially facilitative there was present 
in her childhood and adolescence a difficulty 
in talking things out. This has disappeared 
since her marriage at 24. It appears to have 
arisen from the fact that her parents were 
continually quarreling. There was a constant 
threat that the family unit would break up, 
as it actually did when the patient was 20 
years old. Throughout all this earlier pe- 
riod, she had to act as a go-between and 
peacemaker, and hence could not speak 
freely to either parent. 

A second example of behavior in contrast 
to the patient’s general trend is furnished 
by another facilitative girl who during child- 
hood learned from her mother the control 
value of refusing to eat and of threats and 
actual vomiting. 

A third illustration is given by an inhibi- 
tory girl who was in competition with her 
facilitative sister and who took over some of 
the latter’s “hurry up” characteristics which 
were highly esteemed by both parents. 

(b) Conflict with Other Activities —A 
second group of behavioral deviations in 
which facilitation and inhibition play a major 
causal part are those in which there is conflict 
between both of them and some important 
activity : 

This is clearly seen where a facilitative indi- 
vidual—one who tends to work fast, to move quickly 
from one task to the next, to be receptive to new 
stimuli—develops a perfectionistic trend which ne- 
cessitates his carrying out his work with con- 
tinually increasing precision. We have studied 3 
cases in which this conflict between facilitation and 
perfectionism reached considerable intensity. In all 
3, this conflict contributed materially toward the 
development of an anxiety state of such severity 
as to require hospitalization. 

A second situation in which conflict arises be- 
tween facilitation and inhibition and another activity 
of the organism is furnished by those quite nu- 
merous cases where a strong bias toward inhibitory 
reactions interferes with the activity of important 
homeostatic mechanisms operating at the symbolic 
level. This can be seen most clearly in those pa- 
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tients in whom such inhibitory trends interfere 
with their ability to communicate. Such patients 
constitute major psychotherapeutic problems, since 
their longstanding tendency to react by withdrawal, 
by cessation of interpersonal activity, renders it al- 


Facilitative 
CHILD 


Patient rarely sulks. 


Patient rarely refuses food. 

| Patient not shy; talks readily with strangers. 
Makes friends easily. 

Does not give up easily. 


Bedwettting continues beyond second year. 
|Good at games of. speed. 


ADOLESCENT 


Makes friends very easily. 
Likes company. 

Not shy with boys. 

Onset of menses is easy. 


ADULT 


Tends to react to emergencies either by marked 
startle response or, if the emergency demands 
more integrated behavior, responds in quick, 
competent action, which is sometimes followed 
by delayed anxiety, especially in persons suffer- 
ing from tensional anxiety states. 

Likes to do things fast. If anxious, is apt to be 
uneasy until task is completed. 

Is always on the go; restless; gesticulates freely; 
tends to eat fast. 

Is apt to be impulsive. 

Is sexually responsive; has orgasms fairly easily. 
Is not likely to have menstrual cramps. 


Does not tend to be constipated, but may suffer 
considerably from borborygmi. 

Makes friends easily, and if feelings are hurt tends 
to talk things out. 

Memory is good. 

Hands and feet are usually warm. There is usually 
no numbness of the extremities, and compara- 
tively little sweating. 


most impossible for them to communicate upon 
matters which are of major significance to them. 

(c) Intensity— High degrees of intensity 
of facilitation and inhibition constitute an- 
other situation which may lead to behavioral 
breakdowns. This has already been reported 
(Cameron(1) ). 

This can be summarized in the statement 
that, from the phenomenalistic point of view, 


depressive reactions are predominantly in- 
hibitory, manic states are facilitative, and in 
anxiety states both facilitation and inhibition 
are present in intense degree. 


TABLE 1 
Pre > Our > Fac ip IN 
RELIMINARY UTLINE OI ACILITATIVE AND LNHIBITORY BEHAV IORAL PATTERNS 


Inhibitory 
CHILD 


Tends to sulk, not to talk, to withdraw. 

Frequent reference to refusing of food. 

Shy and quite unable to talk to strangers. 

Makes friends with difficulty. 

Gives up easily. (May, however, show obsessive 
persistence. ) 

Bedwetting stops early. 

Poor at games of speed. Perhaps good at games of 
patience and accuracy. 


ADOLESCENT 


Finds it hard to make friends. 

Great difficulty in talking before class—freezes up. 
Retiring; shy with boys. 

Onset of menses is difficult and painful. 


ADULT 
Tends to react to emergencies by “freezing,” some- 


times by a denial of reality—“this can’t be hap- 
pening to me,” very occasionally by fainting. 


Not a rapid worker. If anxious, is likely to be 
precise and obsessive rather than quick. 

Gesticulates little, if at all. Is apt to be a slow, 
picky eater. 

Is apt to be deliberate. 

Is apt to be sexually unresponsive, difficulty in 
having orgasms. May suffer from menstrual 
cramps. 

Apt to be constipated. 

Does not make friends easily. If hurt, tends to 
keep things to self. 

Memory, at least for incidentals, is poor. 

Hands and feet are usually cold. Often numbness 
and tingling of the extremities. Hands and feet 
tend to sweat a good deal. 


OrIGIN OF BrAs TOWARD FACILITATION OR 
INHIBITION 


Little is known concerning the factors 
which determine the dominance of either 
facilitation or inhibition in a given individual. 
We may start, however, with the statement 
that such dominance is discernible very early 
in life. Hence we may anticipate that it is 
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either constitutional or that it is determined 
by the very earliest experiences of the in- 
dividual. 

We have already indicated that, at least 
in certain aspects, subsequent experience may 
act to modify predominantly facilitative or 
inhibitory behavior. Psychotherapy must be 
included as one of these experiential factors. 

In summary, we may state that these con- 
cepts have been found of value in setting 
up research projects to explore the modifi- 
ability of excessive facilitation or inhibition. 
Among such projects is the use of facilitative 
drugs in inhibitory states. They have been 
found useful in understanding certain kinds 
of breakdown: for instance, those in which 
there is competition between a dominant 
facilitative or inhibitory trend and other as- 


pects of the organism. They have also been 
useful in planning therapy in such situations, 
Their utility in working out the relationship 
between the major affective disturbances, 
such as depression, excitement, and arixiety, 
has already been recorded. 
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PSYCHOSEXUAL FACTORS IN THE PARANOID PHENOMENA * 


HENRIETTE R. KLEIN, M.D., ann WILLIAM A. HORWITZ, M.D. 
New York, N. Y. 


In the past years there has been an in- 
creasingly expressed concept that homo- 
sexual conflict serves as the nuclear prob- 
lem in the paranoid syndrome. Freud’s con- 
cept as described in the Schreber case(1) has 
become so incorporated in psychiatric think- 
ing that the homosexual area is explored 
immediately or even assumed to exist as the 
core of any paranoid state. The assumption 
that the homosexual conflict, based on the 
traditional theory of bisexuality, finally 
breaks through defenses has been subjected 
to only limited scrutiny as the numerous 
publications have consisted chiefly of iso- 
lated cases agreeing with Freud’s concept. 
Ferenczi(2) said that homosexuality played 
the most important role in the pathogenesis 
of paranoia, adding that perhaps paranoia is 
nothing else than distorted homosexuality. 
Only a few attempts have been made to 
examine the general hypothesis in a large 
series of paranoid cases, thus justifying 
MacCurdy’s statement(3) that “since the 
material is copious and available in any hos- 
pital for mental cases this neglect seems 
suspicious.” Several authors have suggested 
that homosexuality as the basis of paranoid 
delusions is not found in women with the 
same regularity as it is in men(4, 5). Others 
have observed that only in a limited number 
of cases can the paranoid delusions be ex- 
plained on the basis of homosexual conflicts 
(6) and that it has a limited rather than a 
general application(7). 

In general, suspiciousness can be observed 
in all varieties of personality organization, 
and suspiciousness in a pathological form 
is also seen in widely different make-ups. 
Although this would suggest that paranoid 
phenomena might have varying etiologies 
or varying constellations of them, this in- 
vestigative approach is not utilized gen- 
erally in analyzing the paranoid mechanism. 
Rather, it is immediately equated with a 


1 Read at the ro4th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 


conscious or unconscious homosexual con- 
flict, latent or overt, irrespective of the anam- 
nestic data or the behavior and productions 
of the patient during his illness. 

This study of 80 patients, formerly in 
the New York State Psychiatric Institute, 
was undertaken to determine what com- 
mon denominators are demonstrable in a 
group of patients with paranoid thinking 
and feeling. For this purpose, 40 female 
and 40 male patients were selected at ran- 
dom from a larger group previously diag- 
nosed as paranoid state or schizophrenia, 
paranoid type. The goal was to understand 
the developmental history of each, including 
the specific conflicts and defenses and to 
determine when and why the paranoid “per- 
son” became a “patient.” The cases were 
studied in terms of the psychosexual devel- 
opment, particularly of how sexual drives 
had been expressed or handled. Later, this 
was correlated with the behavior, preoccu- 
pation, and delusions as expressed in action 
or through symbols. 


I. DESCRIPTION OF PATIENTS 


Although the group studied is drawn 
from voluntary patients admitted early in 
their illness, over one-half of the 80 pa- 
tients were over thirty. Religious affiliation 
showed no bias. Half of the group were 
complete abstainers and the other half, with 
two exceptions, showed only social or occa- 
sional drinking. The educational level was 
higher for this particular group than for the 
usual hospital population, over one-half of 
our series having some college education. 
Despite the high educational and intellectual 
level, the work history was not compatible 
with this. Most had had quite ordinary 
jobs and few had realized their talents or 
ambitions. There was much struggle, disap- 
pointment, economic hardship, financial un- 
certainty, and competitive failure. 

Although the breakdown in this group oc- 
curred relatively late, the marriage incidence 
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was low, only one-third having married. 
More of the men than of the women had 
married; also, the men had married at an 
earlier age. The sexual and marital adjust- 
ment was frequently unsatisfactory. Since 
homosexual conflicts are more generally ac- 
cepted as pertinent to male paranoids than 
to female, one might have expected the mar- 
riage rate to be lower in the paranoid men 
patients, if homosexual conflicts were the 
major operating component. 

A prominent finding in these 80 cases was 
the security-deficient background of different 
types. 

(a) There was a group (57) who had 
little opportunity for formation of trusting 
attitudes through having a parent who was 
cruel, or punitive with physical violence. 

(b) A group of 63 lived in a frightening 
environment—amarital strife, drinking bouts, 
psychotic or markedly erratic, unreliable 
parents. 

(c) Twenty-six patients had lost one or 
both parents, had step-parents or broken 
homes. 

(d) Fifteen were exposed to pampering, 
indulgent parental attitudes. 

(e) A group of 18 had parents who were 
demanding, perfectionistic, moralistic with 
firm righteous attitudes and parallel punish- 
ments. 

Many of these distrust-provoking phe- 
nomena overlapped. There was, however, 
only a handful of patients in which faulty 
family interrelationships were not prominent. 

These patients, studied in terms of per- 
sonality organization, for purposes of com- 
parison were grouped into three categories: 
(a) the driving, ambitious, intellectual and 
moralistic group, (b) the group of shy, 
withdrawn, masochistic, unsocial persons 
with marked feelings of inferiority and dif- 
ficulty in relating to either sex, and (c) 

those whose personality simulated the mild 
neurotic or the more-or-less normal. In 
these patients there were varying problems, 
various methods of coping with them, in- 
cluding different levels of sexual adaptation. 

If latent or emerging homosexual conflicts 
have the importance in the genesis of para- 
noid development that has been ascribed, 
considering that all sexual strivings be- 
come exaggerated in adolescence, it is strik- 


ing that the paranoid syndrome does not 
become acute earlier. In the paranoid pa- 
tients with demonstrable homosexual con- 
cern, there was an earlier onset than in 
those who were not manifestly concerned 
with homosexuality. 

Whatever the existing instability before 
their breakdown, this group seems to have 
been particularly vulnerable to specific or pre- 
cipitating factors. For example, experiencing 
a frustrating love affair was a frequent factor 
in the flare-up of the paranoid episode. The 
women patients made up three-fourths of 
the group who had reacted vividly to love 
disappointment. Work disappointment or 
economic worry was stressful for some. A 
large group showed some specific external 
trauma, such as a false arrest, a severe ac- 
cident, or the birth of a deformed child. 


II. EXAMINATION OF DATA ON SEXUAL Dk- 
VELOPMENT Prior To ILLNESS 


In the material relating to psychosex- 
ual development before illness, masturbatory 
preoccupation and guilt are particularly 
prominent. This is seen, for example, in 
case No. 48, who in childhood had mastur- 
bated with her siblings. When discovered 
by her mother, she was punished and told 
to confess. The child continued to mas- 
turbate, with extreme guilty feelings and 
fears. She was convinced it ruined all her 
contacts since she thought people could see 
that she was guilty of it. Her poor student 
work was punishment for her masturbation. 
Her general adaptation was always poor 
and there was a steady preoccupation with 
her worthlessness, with fear of exposure and 
punishment. Finally, there was little capacity 
to appraise reality and when, at 26, she en- 
tered a convent to expiate for her masturba- 
tory activity, she considered the nuns too 
human. The delusional system increased, as 
did the referential mechanism in which peo- 
ple referred to her lifelong masturbation. 

Three-fourths of the group showed much 
sexual activity before puberty. In addition 
to masturbation, there were sexual assaults, 
seductions, sex play with siblings, sex con- 
tacts with a parent—all with varying degrees 
of shame, fear of exposure, punishment, and 
rejection. 
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Sex was thus pain-tinged for this group. 
Later, there was much concern with pre- 
marital or extramarital experiences. Many 
of the cases in this series could not establish 
any adult relationships, including sexual 
ones, while others operated at an adequate or 
low-adequate level but could not establish 
any sexual relationships. Example: Patient 
No. 1 had her first sexual experience at 
20 years of age with marriage. There was 
marked sexual dissatisfaction due to her 
husband’s premature ejaculation. This was 
reinforced by his refusal to use contracep- 
tives on moralistic grounds. She feared 
pregnancy, having been told it might lead to 
death because of pelvic obstruction. During 
an earlier pregnancy she had enjoyed inter- 
course without fear. Afterwards, she had 
taken the initiative at times but the hus- 
band’s difficulties led to rebuff and she felt he 
was not interested in her. As she became ill, 
she progressively developed delusions of in- 
fidelity and being poisoned by him. Case No. 
71 continued to masturbate from the age 
of 13, with much guilt and feeling of re- 
vulsion. At the age of 10 he was a passive 
partner for an older brother and, at puberty, 
had sex play with his older sister. His first 
adult sex experience occurred at 25 years 
of age with marriage: he was able to be an 
affectionate and virile partner. Prior to his 
breakdown, he was coached successfully for 
a difficult competitive examination by a wo- 
man in his office. At first he was extremely 
grateful and was aware of being sexually 
attracted to her. This he tried to suppress, 
since it conflicted with his marriage code, 
but earlier guilt feelings were reactivated. 
In the subsequent delusional phase he con- 
sidered this woman responsible for his erotic 
feelings. 

As part of the sexual conflicts evidenced 
prior to illness should be added the larger 
group, mostly women, concerned with find- 
ing a mate, or men, generally shy and in- 
hibited, whose phantasies were concerned 
with mating but were constantly defeated 
by their own inadequacies. There was also a 
small group who had shown evidence of 
homosexual conflict in obvious or disguised 
form. 


III. EXAMINATION OF DATA ON SEXUAL 
PREOCCUPATION DuRING ILLNESS 


The majority (85%) of these records 
showed marked sexual preoccupation dur- 
ing the illness, such as fear of sexual attack, 
being maligned about their sexual thoughts 
or acts, concern with infidelity of mate, con- 
sidering themselves phantasied love objects, 
and being considered a pervert, including ho- 
mosexuality. The sexual material of the de- 
lusional content and the ideas of reference 
were broken down into specific categories. 

(a) There was a greater frequency among 
the women than the men of concern about 
the infidelity of the mate. This would indi- 
cate some cultural determinants. 

(b) Imagining one’s self a love object 
was a common delusion. In this series 15 
of the women patients had strong concern 
about this, whereas only 2 of the men utilized 
this elaboration. All but 3 of these women 
were single: a study of the three married 
women, who falsely considered themselves 
love objects, showed extremely unhappy 
marriages, inadequate sexual partners, and 
poor sexual adjustment. Other women in 
the total series of cases also considered their 
marriages poor, but for many the goal seemed 
to be marriage rather than a mate. Thus, 
beaten down by their life experiences, they 
protested little in their illness about an 
unhappy marriage although it may have 
militated against the maintenance of their 
previous level of health. 

(c) Although one-fourth of the women pa- 
tients considered themselves victims of het- 
erosexual persecution, not one male patient 
expressed this fear. An example of this type 
of elaboration is that of case No. 49, a 38- 
year-old divorcee, who organized a delusional 
system around a Mr. R., pursuing her for 
romantic and sexual purposes, disguised as 
other people. She translated these ideas into 
action, had all her teeth pulled so she would 
look old in order to discourage the pursuing 
and illusory Mr. R. 

(d) One-fifth of the males feared people 
might think they practiced perversions of a 
nonhomosexual nature, but this was not 
prominent in the females. The women were 
more concerned about heterosexual attack 
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or infidelity of the mate or being a phantasied 
love object. 

(e) Concern about general injury to self, 
due to sex activity, was frequently encoun- 
tered. Where the concern about masturba- 
tion was expressed as specific injury to the 
sex organs, this was found chiefly among 
males. These were described through such 
ideas as a concealed drug causing impotence, 
silver nitrate used in the mouth by a dentist 
having taken away genital feelings; and 
one patient stated that masturbation had 
affected his prostate, pituitary, and penis. 


IV. EXAMINATION OF DaTA ON 
HOMOSEXUALITY 


Behavior, productions, and feelings of the 
patients were scrutinized in terms of homo- 
sexual feelings, needs, or conflicts, and for 
this purpose was included, also, fear of being 
considered homosexual, fear of being or be- 
coming homosexual, being called terms 
which might imply it, or fear of homosexual 
attack. In studying all such references in 
the content during the illness, only one-fifth 
of the entire group gave any expression of 
this. Even at the height of the illness, most 
of this group showed no behavior of a homo- 
sexual nature nor expressed, in interviews 
or during treatment, these erotic cravings, 
despite that many patients were too dis- 
turbed and disorganized to maintain many 
defenses. 

The study of this group of cases indicates 
that the same idea, expressed in the refer- 
ential phase of many patients, may have a 
variety of meanings and cannot be oversim- 
plified into one universal explanation. For 
instance, in some there was much infantile 
masturbation guilt, subsequent failure to 
reach ambitious goals, and an incapacity to 
reverse either the failures or the limitations. 
These concerns were expressed through 
fears of being different, incomplete, and in- 
ferior sexually or even homosexual. Although 
latent homosexuality is always assumed, 
and, therefore, its actual demonstration fre- 
quently considered negligible to the theory, 
still to construe that the opposite must be 
going on beneath what is expressed in a 
psychotic disorganization is to reduce the 
meaningfulness of the concept of latent 
homosexuality in other situations. 


Feeling inadequate, unsuccessful, and of 
low stature about any activity or general 
functioning may express itself through any 
fear of being different or a failure, and thus, 
also, through a fear of being homosexual, 
without of necessity expressing specific 
homosexual longings or needs. This does 
not mean that homosexual strivings are not 
expressed frequently in reverse or disguised: 
it does emphasize, however, that failure to 
reach ambitious goals or blows to pride may 
be expressed through failure feelings ap- 
plied to cultural ideals of sexual vigor or 
manliness. Thus repeated failures allow the 
person to feel inferior, unacceptable, and 
weak, which also may be expressed as “I 
am not as others,” or “I am 
not sexually strong and they consider me 
homosexual.” 


strong as 


Where strong identification could be de- 
termined, the mother was the prime love 
object in of the men and 68% of the 
women. Tracing the course of illness in 
terms of the specific parental identification 
allowed no deductions. However, our im- 
pression is that this might be found to 
be very telling in the development of the 
suspicious, distrustful frame of reference. 


OF 


V. EXAMINATION OF DATA CONCERNED 


WITH THE HosTILE FIGURE 


The hostile figures utilized by the patients 
in the referential mechanism were grouped 
into various categories: 

(a) The mate as a hostile figure occurred 
in over one-third of all married persons, es- 
sentially in those who first considered the 
mate unfaithful, and was found more fre- 
quently in the women than men. 

(b) The first hostile figure: Where the 
delusional material could be broken down 
early in their illness, 65% picked a male 
persecutory figure for the first hostile or 
pursuing person. 

(c) The chief hostile figure: Studying 
the chief persecutor responsible for the pa- 
tient’s calamities, such as a seducing em- 
ployer, a poisoning mate, or a conniving 
building superintendent, both 80% of the 
males and 70% of the females picked a male 
figure. Thus, the male figure as both first 
and chief persecutor is the one of choice for 
both sexes. The male figure did not neces- 
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sarily represent a homosexual figure or a 
symbol of homosexual guilt or frustration 
but, commonly, was a symbol of a puni- 
tive, strong person. In some cases, the sym- 
bol was a representation of someone involved 
in the patient’s early sexual or masturbatory 
guilt. There was a small group of cases 
where it represented homosexual threat in 
dramatic and convincing fashion, but this 
could not be applied to all cases. 

(d) Shift in attitude toward a love object. 
Turning the loved person into the persecut- 
ing one was a distortion found in one-fourth 
of the single patients. This was negligible 
in the women patients, who were more in- 
clined to view the love object who had re- 
jected them as the pursuing romantic one. 
In the single patients, almost all had had 
severe disappointments in love. This was 
not so in those with evidence of homosexual 
conflict who utilized the love object in their 
delusional system as an aggressor. 


SUMMARY 


(1) The character structure of patients 
with paranoid syndromes varied considerably 
and indicated that projective phenomena are 
seen in widely different types of personality 
organization. In these, there are likewise 
varying conflicts or constellations of them. 

(2) Most of the patients in this series 
came from distrust-provoking backgrounds 
—unstable, cruel, and punitive, or highly 
moralistic and demanding, or indulging, 
pampering ones. 

(3) The group showed histories of pre- 
occupation with competitive and social striv- 
ings, with failure or unsuccessful attempts 
to maintain ego stature. 

(4) Crucial precipitating situations were 
widely prevalent. Failures in love or sex 
situations were conspicuous. 

(5) Psychosexual history antedating ill- 
ness emphasized prevalent guilty attitudes 
toward sexuality, particularly masturbation. 

(6) Chief sexual preoccupations during 
illness were (a) infidelity of mate, (b) being 
a phantasied love object, (c) victim of hetero- 


sexual attack, (d) fear of being considered 
a pervert, (e) concern of injury to body or 
sex organs. 

(7) In many patients, the fear of being 
or becoming homosexual was an expression 
of failure, blow to pride, or general distrust 
of acceptance. These fears did not, of 
necessity, represent homosexual strivings. 

(8) In the study of the hostile figures, 
the majority picked a male for the first 
hostile figure and even more picked a male 
figure as the chief persecutor. The hostile 
figure frequently symbolized a strong, puni- 
tive parental figure. 

(9) The paranoid mechanism cannot be / 
explained solely by homosexual conflict de- 
spite the convincing evidence of its pertinence | 
in certain cases. It is so obvious in the 
cases in which it occurs, that the limits of 
its application are all the more surprising. 
One point for the universal application of 
the relationship of homosexual conflict to 
paranoid reaction is the inadequacy, and in- 
deed almost absence, of alternative theories. 
However, if the relationship of homo- 
sexuality to the paranoid mechanism is as- 
sumed to be invariable, other important con- 
siderations will be neglected. 
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CORRESPONDENCE 


FATALITIES FOLLOWING SUBSHOCK DOSES OF INSULIN 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 

Sir: The following comments refer to 
N. Malamud’s article, “Fatalities Resulting 
from Treatment with Subshock Doses of 
Insulin,” appearing in the AMERICAN JOUR- 
NAL OF Psycuiatry, November 1948, page 

Hypoglycemia with stupor followed by 
coma can be obtained with the administra- 
tion of only 30, or even 20, units of regular 
insulin, so that the administration of insulin 
for subcoma or for coma therapy should be 
started with an initial dose of 5 or 10 units 
of regular insulin rather than the 30 and 50 
units used respectively in cases No. 1 and 2. 
Variable sensitivity to insulin is regularly 
observed in different cases undergoing deep 
insulin coma therapy, and it is difficult to 
determine ahead of time when hypersensi- 
tivity will become manifested, either by rapid 
entrance into deep coma alone or with signs 
of coma and other type of shock, possibly 
anaphylactic. 

The stepping up rate in case No. 1 (twice 
a day) was excessively rapid. The patient 
may be unable to withstand a second shock 
on the same day, which implies the risk of 
deeper shock, delayed recovery, prolonged 
coma, and perhaps irreversible coma. There 
is also the risk of having delayed reactions 
occur at night during sleep, which implies 
lessened possibility of early detection. 

It is essential to recognize properly the 
different stages of hypoglycemia and to dis- 
tinguish these from other superimposed 
manifestations of shock so as to judge prop- 
erly when treatment should be terminated. 
Rapid entrance into coma, as seems to have 
occurred in both cases, or the appearance of 
deep coma together with other type of shock, 
as may also have occurred in both cases, 
usually is indication for immediate adminis- 
tration of 50 or 100 cc. of 334% glucose 
intravenously accompanied by nasal oxygen ; 
repeat within 15 minutes if there is no sign 
of return to consciousness. Assuming that 
2 gms. of carbohydrates are required for each 
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unit of regular insulin administered, it is 
advisable to aim at balancing the insulin with 
carbohydrates (intravenously, by gavage, and 
orally) in a relatively short period of time. 
For severe shock, adrenalin may be used, 
though glucose and oxygen may be sufficient. 
If there is no response within 15 to 30 min- 
utes after these measures are established, one 
must act rapidly and more energetically. 
Continue hypertonic glucose boosts at 15- 
minute intervals, and also use thiamin hydro- 
chloride parenterally, an occasional amyl 
nitrite spiret with the nasal oxygen, intra- 
venous dehydrating solutions such as sorbitol 
or sucrose (50 cc.) and hypertonic plasma 
(50 cc. equivalent in 30 cc.). 

Within an 
administer carbohydrates by gavage. 


hour or two, if not sooner, 
It is 
not wise to give more than 4 ounces Karo 
(equivalent to 120 gms. carbohydrates) with 
4 or 


Karo may lead to nausea and vomiting. 


6 ounces water. Larger amounts of 

Finally give 10% intravenous glucose solu- 
tion allowed to run over a period of 1-2 hours 
in the event that concentrated intravenous 
glucose followed by gavage has failed to 
bring the patient out of coma. Use saline- 
glucose infusions later. Once delayed recov- 
ery from coma has set in, even if the blood 
sugar is in the vicinity of 100 mgs. % or 
higher, the patient may still show signs of 
coma in stages 2, 3, 4, or even 5. Flooding 
of the blood with high amounts of carbo- 
hydrates will be of little avail if this is done 
only over a short period of time, for excess 
carbohydrate will quickly be excreted in the 
urine and only a small part utilized by the 
body in covering the insulin. Work with 
deep insulin coma therapy suggests that in- 
sulin is not liberated en masse, but is held 
in neutral conditions, so to speak, and liber- 
ated in small amounts over several hours of 
time. This seems borne out by the appear- 
ance of delayed reactions after treatment 
earlier in the day, and the fact that these re- 
actions can be eliminated by giving small 
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amounts of carbohydrates properly spaced 
through the day. 

Concerning case No. 2, sedation with treat- 
ment is contraindicated, for it minimizes 
hypoglycemic motor signs and masks onset 
of coma. Also, the patient should have an 
empty stomach, for during coma, stomach 
tone may be greatly reduced and contents 


may remain relatively undigested; as coma 

therapy is terminated one may find the pa- 

tient too nauseated to eat and refusing oral 

intake vitally necessary to cover the insulin 

previously administered. 

Epwarp L. SuAREz-Murtas, M. D., 
The Seton Institute, 

Baltimore, Md. 


REPLY TO THE FOREGOING 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: Relative to the comments of Dr. 
Suarez-Murias I would state that neither of 
these two cases was treated at The Langley 
Porter Clinic and the writer had nothing to 
do with the therapy employed nor did he 
even see these cases during life. Since only 
the autopsy material in the above cases was 
investigated by the writer, he does not as- 
sume responsibility for the method of ther- 
apy used. 

However, in reply to the above criticism 
the writer wishes to reemphasize the follow- 
ing points, already stated in his article: 

1. The initial doses of insulin injected (30 
and 50 units respectively in the two cases) 
are apparently not higher than those fre- 


quently used in subshock therapy. Moreover, 
the first case was one of 332 cases treated 
alike by D. J. Sullivan and this was the only 
fatality. 

2. Studies by Rivers and Rome of a series 
of cases of prolonged insulin coma lead these 
authors to conclude that neither the size of 
the initial dose, or the total dosage, the depth 
of coma, nor the time elapsing between the 
onset of coma and the time when glucose 
therapy is instituted seemed to play a role, 
but that it was rather a problem of some 
individual factor such as hypersensitivity. 
Such a point of view seems to be confirmed 
by the cases investigated by the writer. 

N. MALamup, M. D., 
Langley Porter Clinic, 
San Francisco. 
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PRESIDENT'S PAGE 


The President’s Page in the January issue 
of THE AMERICAN JOURNAL OF PSYCHIATRY 
reported the meeting of the Council and the 
work of the various standing committees at 
Asbury Park in November. In that report 
there was a brief statement as to the Coun- 
cil’s acceptance of certain recommendations 
from the Reorganization Committee. 

Some ten days after I had received my 
JourNAL, I received a letter which I presume 
was sent to all members of the Association 
from the “Committee for the Preservation 
of Medical Standards in Psychiatry.” 

We should all be happy over the fact that 
any member or any segment of our member- 
ship should take such a vital interest in the 
Association. When the first query about 
the Association was sent to the membership 
by the Reorganization Committee some three 
or four years ago, less than 10% replied. 
The Reorganization Committee, the Council, 
and the officers have always wanted very 
much to have the opinions of our member- 
ship. I am confident that the Executive Com- 
mittee and the Council would arrange for 
the publication of the expression of any such 
opinions, if that were desired. 

Perhaps I should try to re-emphasize my 
previously expressed point of view, which 
is the attitude of the Council and of the 
Reorganization Committee itself, that no 
one is trying to force a particular plan down 
the throats of our members. It must be the 
members themselves who decide what they 
want and how they want it. I am sure that 
we will follow the democratic process, reas- 
suring everyone who has any question about 
it that the majority opinion will prevail. 

Lest there be some confusion about the 
matter, it might be well to answer, to the 
best of my ability, the three points made in 
this letter I received. 

1. The regional divisions proposed by the 
Reorganization Committee were entirely 
tentative, and subject to the wishes of the 
members in the areas concerned. There has 
been no final decision about them except as 
the men in the areas themselves have decided 
in the two instances of the Pennsylvania- 
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Delaware group and the Missouri-Kansas 
group. These districts will be definitely de- 
termined only as the members in a specific 
area agree on what the district should be. 
Therefore, there need be no “serious de- 
parture from our or traditional 
development.” 

2. The second point, regarding increased 
costs, is an extremely important one. There 
has been no professional finance study of 
the cost of this plan, although the Reorgan- 
ization Committee, through one of its mem- 
bers, did outline some tentative estimates 
as to the cost, and these were presented at 
the meeting in Washington. More important 
to the membership is the recent appointment 
of a committee of five Council members who 
are very thoughtfully and seriously studying 
our whole economic structure, our current 
income and outgo of monies, and who hope 
to draw up a long-time plan for the ex- 
penditures of the Association. This study 
is well under way and a first report was 
made at the Council meeting at Asbury Park. 
There is no basis, to my knowledge, for the 
assumption that “expenditures will soon ex- 
haust our treasury and cause unforetold ad- 
ditional assessments.” 

3. The third point about voting on our 
proposed reorganization plan also merits 
comment and answer. Mention was made in 
the January issue of the JoURNAL (which 
appeared two weeks before this letter was 
received by me) of the action taken by the 
Council in November on these points. The 
Reorganization Committee recommended, 
and the Council accepted the recommenda- 
tion, that (a) much more time would be re- 
quired to study this proposed reorganization 
and there would be no voting on it at the 
Montreal meeting, and (b) in the new con- 
stitution to be submitted provision is made 
for a mail ballot on the part of the member- 
ship for officers of the Association, and 
(c) further consideration is to be given 
to other important general problems that 
should be submitted to the vote of the entire 
membership. 

Currently the Program Committee is al- 
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lotting time for another general discussion 
of the reorganization plans at the meeting 
in Montreal. There will be no vote. The 
Reorganization Committee will submit some 
new suggestions in light of the many helpful 
ideas that it has received from various indi- 
viduals and groups. This meeting certainly 
should be used for the expression of opin- 
ion from any group of members, whether 
this be in the form of this committee, affiliate 
societies, or individual members. It is quite 


conceivable that actual voting on this project 
might be postponed beyond 1950, for what- 
ever we adopt it should be carefully thought 
out for the good of psychiatry, the good of 
the organization, and the benefit of the mem- 
bership. I feel confident that this must 
have been the intention of this committee’s 
letter. It is certainly the conviction of 
the Reorganization Committee and of the 
Council. 
C. MenninNGER, M.D. 


_ 
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COMMENT 
tute will 
where fo 
THE GOVERNOR BACON HEALTH CENTER > 
With the dedication on October 28, 1948, for social, psychological, and psychiatric | of /mpro 
of the Governor Bacon Health Center at study and examination. Hospital 
Delaware City, the State of Delaware 4. A department for children awaiting as- | stances, ' 
launched a pioneering program of health and _signment to foster homes, instructic¢ 
welfare. The Center is the only institution 5. A department for men and women of | on ways 
of its kind in the United States. Its objec- all ages who suffer from alcoholism, without | problems 
tive is complete or maximum rehabilitation psychosis. 4 major 
of all children and adults who are in need of 6. A department for epileptics without | trustees, 
such care. The work is to be performed psychosis. commun 
on a statewide basis, available to all Dela- 7. A department for aged persons who are | with en 
ware people regardless of income, class, or bedridden but without frank psychosis, and | load; (< 
background. About 300 children and more’ who need only nursing care. standing 
than 250 adults will be accommodated. 8. An emergency hospital unit containing | tion, but 
The Center has been established on the 250 beds for any statewide epidemic or | to revea 
grounds of old Fort DuPont. This military major disaster. devised 
installation, which dates back to 1863, was Overlooking the Delaware River, the Besid 
placed on the army surplus list and acquired buildings of the Fort have been adapted to | will ach 
by the State of Delaware free of charge, to various purposes, including a recreation cen- perspect 
provide a health and welfare center. Dr. ter, a church, a medical center, administra- | in a te 
M. A. Tarumianz had envisioned such a ser- tion, housing for personnel as well as pa- | sharpen 
vice for a quarter of a century, and with the tients. Children in need of psychiatric study | our As: 
splendid support of Governor Bacon, whose will be housed in cottages apart from the 
name the Center bears, and of the legislature, larger buildings. The former parade ground 
this project has become a reality. It was is Now a vast recreation area tor patients. 
Dr. Tarumianz’s responsibility to transform lhe Health Center will fill a need of many 
Fort DuPont from an implement of war to a people who either are not receiving the care 
preventive psychiatric hospital. they should have or are receiving inadequate 
Counter care under existing facilities. It will not bea 
charity project; those who can pay for ser- 
is in full operation, it will encompass : : 


1. A department for the care and treat- 
ment of children between the ages of 4 and 
16 years, who are either seriously malad- 
justed or mentally ill and who are amenable 
to modern care and treatment. 

2. A department for handicapped or crip- 
pled children, including spastics and cardiacs 
and those afflicted with infantile paralysis. 

3. A department for the detention of chil- 
dren awaiting trial in any court of the state 
having jurisdiction over dependent, neg- 
lected, delinquent, or maladjusted children, 


vices will be asked to pay within their ability. 
The Center will also be an educational and 
training center. It will closely affiliate with 
the New York and Pennsylvania Universi- 
ties, as well as the Alfred I. duPont Institute, 
Delaware State Hospital, and all general 
hospitals and health agencies of the state. 
With none of these is it designed to overlap. 

Dr. Tarumianz, who is superintendent of 
the Governor Bacon Health Center, will have 
an excellent staff of resident, visiting, and 
consulting physicians, specialists in various 
fields of medicine. 


THE MENTAL HOSPITAL INSTITUTE 
By sponsoring the Mental Hospital Insti- 


tute in Philadelphia, April 11-15, our Asso- 
ciation strikingly reaffirms its tradition of 
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national leadership in raising the standards 
of treatment and care of patients in mental 
hospitals. A fitting prelude to National Men- 
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tal Health Week (April 24-30), the Insti- 
tute will rally doctors and laymen every- 
where for a reinvigorated drive to improve 
mental hospital services. 

The theme of the Institute, Practical Ways 
of Improving Treatment and Care of Mental 
Hospital Patients Under Existing Circum- 
stances, will be refracted through a prism of 
instruction and discussion to shed new light 
on ways of dealing with mental hospital 
problems. The 5-day curriculum will stress 
4 major fields: (1) personnel problems ; (2) 
trustees, advisory boards, and sources of 
community support; (3) clinical relations— 
with emphasis on decreasing the patient 
load; (4) administrative procedures. Out- 
standing authorities will handle the instruc- 
tion, but all who enroll will have opportunity 
to reveal what ingenious methods they have 
devised to resolve hospital problems. 

Besides its didactic purpose, the Institute 
will achieve these objectives: shape a new 
perspective on the rdle of the mental hospital 
in a total national mental health effort; 
sharpen the interest and responsibility of 
our Association for sustained leadership in 


the mental hospital field; bind together hos- 
pital authorities, our Association, medical 
men generally, and the lay public for a joint 
attack on hospital problems; set a precedent 
and pattern for future national and regional 
institutes. 

As an opening gun, a giant public meeting, 
billing nationally known medical and lay 
authorities, will be staged the first night. 
This meeting will be widely publicized to 
focus national attention on the theme of the 
Institute. The Institute will also feature a 
banquet, and a tour of the Governor Bacon 
Health Center in Delaware. 

Enrollment in the Institute is open to 
public and private hospital administrators 
and staffs, and to interested doctors and lay- 
men throughout the U. S. and Canada. 
Please write the Medical Director now of 
your intention to attend, if you have not 
already done so. He will send you a copy 
of the program and other necessary informa- 
tion. The fee is $50 per enrollee. 

DANIEL Brain, M. D., 
Medical Director. 


NEWS AND NOTES 


BELLEVUE TRAINING PROGRAM IN CHILD 
Psycuiatry.—The Psychiatric Department 
of the New York University—Bellevue 
Medical Center announces the establishment 
of a program for training in child psychiatry. 
For this purpose there have been designated 
2 full-time residencies in child psychiatry. 
In July 1949 there will also be available 
several full-time fellowships. The facilities 
for training include work in the children’s 
wards and the outpatient department of the 
psychiatric division of Bellevue Hospital, in 
the liaison service with the department of 
pediatrics, and in the psychiatric division of 
the University Hospital. 


Dr. BURLINGAME Visits INpIA.—On in- 
vitation from the Indian Psychiatric Society 
and other groups Dr. C. C. Burlingame 
visited that country for a speaking tour 
during December and January. He ad- 
dressed the All-India Medical Conference 
at its silver jubilee meeting in Calcutta, Dec. 
25-28, and the annual meeting of the Indian 
Science Congress in Alla Habad, Jan. 1. 

He was also requested to visit several 
mental hospitals and medical schools for con- 
sultations on problems of hospitalization, psy- 
chiatric education, and psychiatric nursing. 

At Alla Habad Dr. Burlingame was the 
guest of Pandit Nehru. 


FEDERAL GRANTS FOR TRAINING IN Psy- 
CHIATRY.—Forty-two medical schools in the 
United States are to receive Federal funds 
totaling $1,498,333 for developing or ex- 
panding training in psychiatry for under- 
graduate medical students, beginning with 
the school year 1949-50, and will be paid in 
annual allotments over a 3-year period. 
These grants, applied for by the medical 
schools, were recommended by the National 
Advisory Mental Health Council at its meet- 
ing in Washington in December and ap- 
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proved by Surgeon General Leonard A, 
Scheele, of the Public Health Service. 


AMERICAN COLLEGE OF PHYSICIANs, 
POSTGRADUATE CouRSES.—The series of 
graduate courses in medicine arranged by 
the American College of Physicians for the 
spring of 1949 includes in the course on the 
physiological basis for internal medicine at 
the University of Pennsylvania May 9-14a 
symposium on neurophysiology occupying 
morning and afternoon sessions on May 12, 
Individual papers and panel discussions will 
cover a variety of topics including electrical 
phenomena, the autonomic nervous system, 
neuromuscular transmission, pain, psycho- 
somatic phenomena. 


Nassau (L. I.) So- 
CIETY SEMINAR.—A seminar on psychoso- 
matic problems in general practice will be 
given by the Nassau Neuropsychiatric So- 
ciety (J. L. McCartney, M.D., president) 
at the Nassau Hospital in the interests of 
the Nassau Medical Society. The seminar 
will consist of 6 lectures with discussion 
periods running from March Io to April 21, 
and will deal with the neurological and 
psychiatric problems encountered in various 
branches of medicine, together with ques- 
tions of community and hospital care of the 
mentally ill. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION.—The 1949 annual meeting will be 
held at the Stevens Hotel, Chicago, Illinois, 
on April 4, 5, 6. The American Orthopsy- 
chiatric Association is an organization for 
the study of behavior and its disorders, par- 
ticularly in children, with emphasis on pre 
vention as well as treatment of maladjust- 
ment. A registration fee will be charged 
for nonmembers. Copies of the preliminary 
program will be sent upon application to 
the Association at 130 East 22d St., New 
York 10, N. Y. 
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THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following were certified at New York City, De- 
cember, 1948. 
PSYCHIATRY 
\scher, Eduard, Johns Hopkins Hosp., Baltimore 5, Md. 
Beck, Charles, 114 E. goth St., New York, N. Y. 


2020 E, gard St., Cleveland, Ohio. 

. 17th ’St., Philadelphia, Pa. 

Bergen, Ralph D., 126 Desplaines "St., Chicago, 

Berger, Irving L. sanee Carnegie Ave., Cleveland Ohio. 

Bernstein, Isidor, 215 z7oth St., New York 21, N. 1 

Bird, Ivan F., 1213 Ave., Trenton, N. 

Boynton, Esteile P., VA Ment. Hyg. Clin., 105 Pryor St., 
Atlanta, Ga. 

Butler, Claude H., Norristown State Hosp., Norristown, Pa. 

*Campbell, J. Robert, Mason Smith Neurol. Clin., 349 
Plant Ave., Tampa 6, Fila. 

Capra, Dante V. Boston State Hosp., 591 

orchester, Mass. 

Carman, William G., 

Chassell, Joseph O., 
Mass. 

Chelnek, Irving, VA Hosp., Tomah, Wisc. 

Console, William A., 65 E. 66th St., New York 21, N. Y. 


Bella, Eric, Jr., 
Belmont, Herman S., 


Morton St., 


205 Gilkeson Rd., Pittsburgh 16, Pa. 
‘Austen Riggs Foundation, Stockbridge, 


Corcoran, William R., VA_ Hosp., Coatesv ille, Pa. 
*Craig, Robert L., Duke Hosp., ‘Durham, _ & 
Corn, Wesley Youngs, River Crest San., Astoria, L. L, 


Davis, Daniel, 2936 Bombay Ave., Dallas 9, Tex. 
Delano, James G., 111 N. goth St., Philadelphia, Pa. 
Dengrove, Edward, 314 Grassmere ‘Ave., Interlaken, N. Pf 


Diamond, Murray A., Fed. Sec. Agency, U.S.P.H.S 
New York, N. Y. : 
d’Isernia, Richard, 144-47 76th Ave., Flushing, N. Y. 


Donohue, John F., P. O. 

Dryer, Raymond B., 

Dunn, Robert H., Box 423, VA Center, Togus, Maine. 

Dunner, Ada B., 1700 Francis Ave., Des Moines, Iowa. 

Dunsworth, F. A., 168 Barrington St., Halifax, N. S., 
Canada. 

Ehrenberg, Ruth, Boston State Hosp., 591 
Boston, Mass. 

Elledge, Lloyd C., VA Hosp., Danville, Ill. 

Ells, Elizabeth S., VA Hosp., Perry Point, Md. 

Faust, Walter H., VA Hosp., North Little Rock, Ark. 

Feinberg, Philip, VA Hosp., Perry Point, Md. 

Fergus, Andrew, VA Hosp., Canandaigua, N. Y. 

William F., Guidance Inst., Courthouse, Reading, 
a. 

Fischer, Martin Aaron, 22 
Canada. 

Fountain, Gerard, 22 Fox Meadow Rd., 

Francis, John H., 


Box 1195, Chicago go, IIl. 
Poynette, Wisc. 


Morton St., 


Grenville St., 


Scarsdale, N. Y. 
Spring Grove State Hosp., Catonsville, 


Toronto, Ont., 


Freeman, Alma, Hudson River State Hosp., Poughkeepsie, 
© 


Joseph W., 2449 W. Washington Blvd., Chi- 


148-47 88th 


Friedlander, 
cago 
Gagliardi, Francis 


Miles 


Norristown, 
Pa. 
Geller, Joseph J., Ellison St., 
Paterson 1, N. J. 
Gelperin, ne 202 Edgecliff Drive, Highland Park, II. 
Gerchick, Elias H., 1160 Fifth Ave., New York 29, N. Y. 
Gier, Jacob B., Winter VA Hosp., Topeka, Kans. 
Goldin, Morris I., Wayne Co. Gen’l Hosp., Eloise, Mich. 
Goldman, Abe A., University of Mich., Ann Arbor, Mich. 
Goldsmith, Jewett, Duke Hosp., Durham, N. C. 
Gorfinkel, Arthur, Harlem Valley State Hosp., Wingdale, 


Ave., Jamaica, L. L., 


Garber, D., Norristown State Hosp., 


Ment. Health Center, 137 
J 


Greenberg, Charles, Harlem Valley State Hosp., Wingdale, 


Guiglia, “AI honso, a General Hosp., Louisville, Ky. 
Halperin, Leute, 112 Englewood Rd., Little Rock, Ark. 

Hammerman, Steven, 1601 Medical Tower, 25s S. 17th St., 
Philadelphia, Pa. 


Hammett, Van B. Osler, 111 N. goth St., Philadelphia, Pa. 

Hellams, Alfred A., Ill. Neurol. Institute, 912 S. Wood St., 
Chicago, Til. 

Hirsch, Lore, 16 . 78th St., New York, N. Y. 


Hoefer, Maria K., 147 E. soth St., New York 22, N. Y. 


Hollister, William G , U.S.P.H.S. *Hosp., Ft. Worth, Tex. 
Howard, Harry S., 1006 ‘Oakland Drive, Kalamazoo 43, 
Mich 


Howard, Laura K., Institute of Living, Hartford, Conn. _ 
Isham, A. Chapman, 32 Merriam Place, Bronxville 8, N. Y. 
Johnson, Don E., 111 N. goth St., Philadelphia, Pa. 


* Denotes complementary certification. 


Jucovy, Milton E., 10 E. 8sth St., New York 28, N. Y. 
Kelly, L., Greystone Park State Hosp., ‘Greystone 
ark, } 
Kempker, Adele Kows 43278 Nottingham, St. Louis 9, Mo. 
Kezur, Edward, 10g Dayton St., fiamilton, Ob hio. 
Kiesler, Frank, Jr., Univ. of Minn., Div. oe Psych., Min- 


neapolis 14, 
Ditmars Blvd. & 


Kindred, John C., River Crest San., 
Kindred St., Astoria, L. 

= Bernard E., Florida ‘State Hosp., Chattahoochee, 

80 E. Concord St. 


Knapp, Peter H., 
2172 W. Broad $ 


Benjamin, 

hi 

Lewis, William C., Winter VA Hosp., miei Kans. 

London, Jack, 184 "Joralemon St., Brooklyn, | N. Y. 

Lowell, Vivion F., Ypsilanti State Hosp. Y silanti, Mich. 

Lozoff, Milton, Menninger Found., Topeka, Kans. 

Madow, Leo, 111 N. goth St., Philade phia, Pa. 

Malone, Edward H., om Hyg. Unit, Reg. Off., VA, 17 
Court St., Boston, Mass. 

McCarter, Robert H.. 74 Fenwood Road, Boston, Mass. 

McMillan, Thomas M. John Sealy Hosp., Galveston, Tex. 

Meshken, Jacob, 928 Lafayette St., Bridge rt 3, “2 


Mass. 
Columbus 4, 


Michaels, Joseph, 7 760 Grand Concourse, ronx, 

Miles, Henry ,» Mass. Gen’l Hosp., Boston 14, Mass. 

Mitchell, Holland 1818 Algonquin Ave. Woes Tex. 

Oliven, John F., go Park Ave., New York 23 =. 

Lewis Jr., 212 Metropolitan Denver, 
olo 

Parker, Joseph B., Jr., Duke University, Durham, N. C. 


Paul, Hugo B., St. Elizabeths Hosp., Washington, D. C. 

Postle, Beatrice, iehaes State Hosp., Athens, hio. 

Rabinovitch, - h D., Psych. Div., Bellevue Hosp., 
New York, N } 

Revitch, Eu ene, VA Hosp., Lyons, N. J. 

Rosenber eorge, 613 Fairview Ave., Murfreesboro, 

Roudebus ” Marion E., 6115 43rd Ave., Hyattsville, Md. 

Rudnick, Herman D., is 2 Castor Ave., Philadelphia, Pa. 

Rudoy, "Martin, Ment. yg. Ser., VA, 35 Ryerson St., 

rooklyn, N. Y. 

Sarnoff, Irving, Bellevue peg Hosp., New York, N. Y. 

Scarano, Simone J., 30-59 29th St., Astoria, L. I., N. Y. 

Schaefer, Otto, Box 87, VA Hosp., Butler, Pa. 

Schein, Gabriel, West Brentwood, N. 

Selymes, Piroska, Cleveland State eg Cleveland, Ohio. 

Steines, Bernard H., Willard State Hosp., Seneca Co., 


Silverman, Danel, 1711 Pine St., Philadelphia, Pa. 
Sobel, Raymondd, One Franklin Ave., White Plains, N. Y. 
Soucek, Adolph, Monies State Hosp., Madison 9, Wisc. 
Stanton, Jay, 27 Maple Drive, Great Neck, z 
Steckler, Philip P., Syracuse Psychopathic Hosp., Syracuse, 


Stringham, James A., VA Hos 

Taboroff, Leonard H., Southa 
Ave., Topeka, Kans. 

Teplitz, Zelda, 612 N. Michigan Ave., Chicago, ae 

Tyler, Joe E., VA 7% North Little Rock, Ark 

Walsh, William V., VA Hosp., North Little "Rock, Ark. 

Walton, Charles R., 1 The Prado, Montgomery, Ala a. 

Weinstein, Louis, VA Hosp., Marion, Ind. 

Wittson, Cecil L., Central Islip, L. I., N. Y. 

Worden, Frederic G., Henry yt Psychiat. Clin., 
Johns Hopkins cio Baltimore, Md. 

Wyman, George P., VA Hosp. Marion, Ind. 

Yochelson, Leon, 2964 Newar 'St., NW, Washington, D. C. 


NEUROLOGY 


Borkowski, Winslow J., Jefferson Medical College Hosp., 
Philadelphia, Pa. 

Cohn, Robert, U. S. Naval Hosp., Bethesda, Md. 

Foley, oseph 818 Harrison Ave., Boston, Mass. 

Goldfarb, Alvin I., Box ‘W,’ Newtown, Conn. 

Goldman, Max, 176 Bay State Road, Boston 15, Mass. 

Howe, Hubert S., 115 E. 61st St., New York, N. Y. 

Maltby, George L., 203 State St., Portland, Maine. 

Margulies, Murray E., 1827 sty St., Brooklyn 4, N. BS 

Merlis, K., Cushing VA Hosp., Mass. 

Pence, Ludlow M. .» 5423 Gaston Ave, Dallas 6, Tex. 

Swank, Roy L., 3801 University St., Montreal, Canada 

Valerasicis,, Frederick E. G., 123 E. 83rd St., New York 


ewilk, Edward K., Bow Lane, Middletown, Can 
*Zeifert, Mark, VA Hosp., North Little Rock, A 


NEUROLOGY AND PSYCHIATRY 
25 E. Washington St., Chicago, Ill. 


Tenn. 


.. Canandaigua, N. Y. 
School, 2200 West 6th 


Haase, Ernst, 


* Denotes complementary certification. 


REPORT ON THE APA INFORMATION SERVICE 
ROBERT L. ROBINSON, M. A.,? ann LORNE FREEMAN, B. A.? 


The Association has paralleled the grow- 
ing practice of modern professional and 
scientific societies by establishing an Infor- 
mation Service in the office of its Medical 
Director. At least 1,000 members have al- 
ready made personal use of the Service. All 
have heard of it through the Medical Di- 
rector’s monthly Newsletter. 

A brief analysis of the scope of an infor- 
mation service and a review of its develop- 
ment in the APA will reveal it as an effective 
tool in helping forge the type of leadership 
incumbent on an organization whose mem- 
bers are collectively responsible for the 
nation’s mental health. 


WHAT AN INFORMATION SERVICE Is 


A new profession which specializes in dis- 
seminating information has mushroomed in 
recent years in response to the needs of a 
galaxy of organized political, social, and 
economic groups who must compete with 
each other for attention and survival. 

The terminology of the profession is dif- 
fuse, poorly articulated, and ill understood. 
A common stereotype of the professional 
information man is that of the slick article 
who promotes or sells something—a fellow 
to be scanned with profound circumspection. 
More correctly, he is but a technician who 
applies the professional touch to an organ- 
ization’s communications with its clients. 
The substance of a communication may or 
may not concern him; its effectiveness always 
does. 

The profession practices in public rela- 
tions—information—education agencies, in 
advertising and promotion departments, in 
public liaison divisions, and similar titular 
components of public and private organ- 
izations. Members of the profession are 
variously labelled information, education, 


1Incumbent APA Information Chief, formerly 
Information Officer for the Office of Technical 
Services, U. S. Commerce Department. He was in 
charge of troop orientation at our Caribbean bases 
during the war. His degree is from the Fletcher 
School of Law and Diplomacy. 

2 Assistant to the Information Chief, formerly 
Registrar of the American Board of Psychiatry 
and Neurology, graduate of Stanford University. 
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and public relations directors or chiefs, coun- 
sellors, writers, editors, program planners, 
layout men, picture editors, and so on. It 
will clarify our discussion here if we lump 
all the agencies together and call them “in- 
formation services,” and the people who 
work for them “information specialists.” 

The head of an information service serves 
as a member of the staff of the director or 
manager of an organization, since his duties 
are most appropriately conceived as a func- 
tion of management. In this capacity he is 
chief counsel to management on the policy 
and technique of disseminating information 
to a clientele whether it be to employees, to 
an organization’s members, or to the public, 

From day to day a director or manager 
may use his information staff for a great 
many purposes: typically, to publish a house 
organ, run an inquiry service, prepare re- 
ports, operate a press release service, organ- 
ize distribution lists, frame difficult letters, 
translate technical jargon into lay language, 
compose legislative testimony, conduct sur- 
veys and collect facts and statistics, organize 
lecture bureaus, furnish press intelligence, 
arrange convention and committee meet- 
ings, write articles and speeches, run an 
audio-visual aid department—to mention 
only some of the common duties of infor- 
mation specialists. 


INFORMATION IN THE APA 


Since last September the Association has 
employed an Information Chief and his As- 
sistant as members of the Medical Director’s 
staff. 

In planning for an Information Service, 
the officers and committees of the Association 
postulated that initial emphasis should be on 
developing new facilities for APA members, 
rather than on public relations or public 
education. 

This policy decision was influenced in part 
by a desire, urgently felt, to provide more 
service to the members in return for their 
dues, and by the need of the Medical Di- 
rector for an assistant who could help him 
handle a vast amount of correspondence 
which fell into the category of informa- 
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tion service. Negatively, the decision was 
prompted by such factors as cost, an inchoate 
conception of a program the Association 
could offer the public, lack of an organiza- 
tional structure on a national, state, and local 
basis which could suitably support a public- 
related program, and the fact that the na- 
tional and local committees for mental hy- 
giene are already engaged in public education 
work. 


PRESENT WorK PREREQUISITE TO FUTURE 


Whatever turns the Information Service 
may one day take, prerequisite to any of 
them is the organization of incoming and 
outgoing channels for acquiring and dis- 
seminating information that members need 
to know about. 

The Information Service has acquired, or 
is busy acquiring, pertinent data and sta- 
tistics of all kinds of interest to psychiatry, 
catalogues and reports of schools, training 
centers, and mental institutions, comprehen- 
sive source references to audio-visual aids. 

Liaison is established with the Canadian 
Department of National Health and Welfare 
and the U. S. Public Health Service to keep 
abreast of Federal developments. Newslet- 
ters and “dope sheets’ are watched for 
“inside” information about national affairs. 
Directors of state mental hygiene divisions 
and the executive secretaries of local mental 
hygiene societies are asked for current an- 
nouncements of their activities. The lay 
press and periodicals are clipped for items 
of interest. Related professional organiza- 
tions are queried for news of their work. 
International agencies have been asked to 
place the Information Service on their mail- 
ing lists. Each month APA officers and 
committee chairmen are asked to render 
brief accounts of current developments. 


An INFORMATION CLEARING 


Thus the Service acts as a clearing house 
for information which is carefully sifted 
and passed on to the members in response 
to their inquiries, or by general announce- 
ment through the Newsletter. 

Inquiries of all kinds are received. A 
Canadian member writes for help in planning 
an itinerary for visiting U. S. training cen- 
ters. An officer wants a statistical breakdown 


of occupations of the membership. A mid- 
west hospital superintendent asks us to lo- 
cate a suitable hymn book for use in a state 
institution. A letter from a German psychi- 
atrist seeks help in getting established in 
the U. S. A state director of mental hygiene 
solicits advice in planning a survey of com- 
munity health facilities. Another member is 
searching for the most up-to-date practices 
in keeping hospital records. Scores of stu- 
dents write, “I want to be a psychiatrist. 
Tell me how.” 

In all but a very few cases the Information 
Service has been able to answer inquiries 
helpfully. Inevitably, some of them must be 
referred to other agencies, albeit to the 
right agency. The policy, however, is to 
collect the information requested and for- 
ward it to the inquirer who, for his part, has 
had to write but one letter to find out what 
he needs to know. The economy of the pro- 
cedure for the busy practicing psychiatrist 
speaks for itself. 


THE NEWSLETTER 


The urgent need for an Association house 
organ was perceived by the Medical Director 
as soon as he took office in February, 1948. 
He was able to publish the first experimental 
issue of the Newsletter in June and thereby 
set the general pattern which has been fol- 
lowed since. The technical job of collect- 
ing and editing the news and getting the 
Newsletter printed and distributed was 
turned over to the Information Service in 
September. 

The Newsletter appears regularly on the 
15th of each month. The deadline falls 
on the 11th. Each issue contains from 50 
to 70 items of information gleaned from 3 
times as many sources. Total cost of the 
Newsletter, including labor, is about 60¢ 
per year per member. 

The Newsletter has stimulated scores of 
unsolicited commendations from the mem- 
bers. At least 1,000 requests have been re- 
ceived for copies of materials announced as 
available in it. Officers, committee chairmen, 
and members have responded so whole- 
heatedly to our requests for news that the 
editor is hard put to it to fit the news to the 
space. 

Typically, Dr. I. Leo Fishbein writes that 
he “enjoys these Newsletters and knows 
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they’re well prized by all of us.” Dr. 
Reynold A. Jensen doesn’t know of a thing 
he “‘has been receiving which is more helpful 
in keeping in touch.” And Dr. Benjamin 
Karpman writes, “I want to express my per- 
sonal appreciation for the interesting, near 
gossipy information it contains. It is useful 
and entertaining. My only wonder is that 
nobody ever thought of that before. It 
sort of brings the members of the APA 
closer together, almost like a family chat.” 

That is precisely what the Newsletter is 
intended to do. It is a way of talking to each 
other, hitherto lacking. Unlike many organ- 
izational newsletters, it does not seek to sell 
anything, to flatter anyone, to create the im- 
pression that all’s right with the world and 
the APA, or to cover up for anyone. It de- 
pends neither on dignity nor literary excel- 
lence for effect. With informal and prag- 
matic diction it speaks as one man who 
means business to another in good faith, 
a style, we submit, belongs with an organ- 
ization that does mean business. 

The useful ways in which the Newsletter 
integrates into the over-all purposiveness of 
the Association are worth review. 

It constitutes a monthly report to the 
members of the activities of themselves, their 
officers, committees, and employees. 

It brings important national, state, and 
local developments to light, in capsule form 
to be sure, but with sufficient detail to indi- 
cate where more information may be ob- 
tained. (As a matter of fact, you can al- 
ways ask the Information Service for fur- 
ther details. ) 

It not only dispenses information. It is an 
appropriate place to seek information. Dr. 
Temple Burling has found it helpful in re- 
questing data on psychiatrists with industrial 
experience in connection with a roster he is 
compiling. Dr. Frank Curran has solicited 
opinions about a teaching demonstration at 
Montreal through its pages. The Medical 
Director finds it invaluable for soliciting 
information. 

It is a medium for announcing the avail- 
ability of information materials. Over 40 
separate documents were offered to members 
free of charge in the first 5 issues. Requests 
for each item ranged from not less than 50 
to over 500. 


Finally, the Newsletter conveys a sense of 
integrated dynamic Association activity 
which any reader can scarcely miss. By g0 
doing it builds morale and enhances a mem- 
ber’s satisfaction in being a part of this 
activity. 


THE Jos VACANCY ROSTER 


The value of maintaining an information 
roster of job vacancies throughout the nation 
was also apparent as soon as the Service was 
established. This service does not encompass 
job placement in any sense. It merely in- 
volves keeping current from month to month 
a list which includes a brief description of 
each job vacancy and indicates to whom one 
should write for further information. In 
January this year a special comprehensive 
job roster was published which lists about 
800 job vacancies in practically every state 
and in Canadian provinces. Copies of job 
rosters are always available to members on 
request. The service has proved very 
popular. 


A1p TO COMMITTEES, AFFILIATE SOCIETIES 


Ultimately the Information Service may 
best show its mettle as an adjunctive facility 
for the Association’s committees and the af- 
filiate societies. Any organization’s commit- 


tee programs are frequently handicapped for | 
lack of information service facilities to help | 
put them across. All committees and affiliate | 


societies have a standing invitation to call 
on the Information Service for any prac- 
ticable assistance it can render. 

Last September the Chairman of the Com- 
mittee on Reorganization called upon the 
Information Service to construct a set of 
lantern slide charts which could be used by 
the Committee’s members as visual aids in 
presenting the plan to society meetings. The 
information staff produced an adequate set 
of drawings with accompanying lecture notes 
at very little expense. 

In November the editors and representa- 
tives of 14 psychiatric journals met at 
Asbury Park, N. J., under the chairmanship 
of Dr. Jurgen Ruesch, to consider editorial 
and financial. problems of psychiatric jour- 
nals. Sufficient debatable questions were 
raised in the course of the discussion that 
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another meeting seemed imperative, pro- 
vided that in the interim certain data could 
be collected which would shed additional 
light on the problems raised. The upshot 
was that the Information Service was asked 
to draft a questionnaire to ascertain the 
opinions and attitudes of psychiatrists about 
their journals, and to call upon some 40 
editors of American journals to furnish de- 
tailed data about their publications. The 
questionnaire was prepared and dispatched 
to a representative sampling of 340 psychi- 
atrists. The journal editors were queried. 
The answers were tabulated and turned over 
to the Committee of Editors. 

Close cooperation with the Committee on 
Public Education is a natural. This Com- 
mittee has established the policy of issuing 
Association press releases through the Medi- 
cal Director’s office. The Information Ser- 
vice edits the releases into final shape for 
the press and distributes them to a carefully 
compiled list of leading newspapers and 
handpicked journalists known to be inter- 
ested in psychiatry. Follow-up inquiries 
from the press are thereby channeled into 
the Medical Director’s office. Indeed, it 
may be expected that, increasingly, public 
inquiries will be directed to the Medical 
Director, as his position as a national spokes- 
man for the Association becomes better fixed 
in the public mind. Presumably the Infor- 
mation Service will take over much of the 
work involved in handling these inquiries. 

The possibilities of cooperation between 
the Information Service and the Committees 
on Arrangements and Cooperation with Lay 
Groups come spontaneously to mind. All 
committees will no doubt sooner or later 
find occasions when the Service can be of 
help to them. Currently, the information staff 
is making a point of passing on to committee 
chairmen any items received (clippings, pam- 
phlets, reports, etc.) that might be of special 
interest to them. Unfortunately money is 
not available for a clipping service, but sev- 
eral major East Coast newspapers and lay 
periodicals are watched closely. A scrap book 
of editorials, cartoons, and news stories about 
psychiatry and psychiatrists is being com- 
piled which in time will be a valuable exhibit 
of public attitudes and opinions toward psy- 
chiatry and psychiatrists. 


A Norte or CAUTION 


With two people and funds sufficient only 
to publish the Newsletter and support a sub- 
stantial postage bill and a few other inci- 
dentals, the Information Service has done 
much and will do more. Nevertheless, mem- 
bers should be conscious of its strictures ; 
and if they desire the Service to develop 
along the lines here indicated they must 
face the troublesome necessity of providing 
it with an adequate budget. As it stands, 
any routine request for information can be 
handled. A request for service which requires 
a considerable expenditure of time and money 
is a matter for referral to the Executive 
Committee, which must decide whether the 
utilization of the Service in such a manner 
is in the best interests of the Association. 


WHAT OF THE FUTURE 


As is true of any new enterprise, urgent 
immediate tasks to be performed at the outset 
seize firmly upon it and twist and turn it 
according to the strength and direction of 
their force. Without the tendons of prece- 
dent for support, the enterprise can do no 
other than prove itself empirically. If a 
budget must be chopped, those who must do 
the chopping naturally turn their attention 
first to the newest, the strangest, the most 
unproved item. 

However uneven its development may be, 
it verges on a moral certainty that the As- 
sociation will sustain an information service 
and that it will grow as the Association grows 
in stature, number, and leadership—each of 
them interacting on and reinforcing the other. 

If the Association should undertake a 
new or expanded publication; if a fund- 
raising project is launched; if an extensive 
public relations program is ventured; if an 
exhibit is to be planned and executed; if 
technical articles need to Le written in popu- 
lar terms; if surveys must be conducted ; if 
a lecture bureau needs to be organized ;— 
whatever projects may arise that fall within 
the information specialist’s field, your Infor- 
mation Service stands ready to assist in their 
planning and direction. 

Comments from the members of this 
article are welcome. 
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PERSONALITY IN NATURE, SOCIETY, AND CULTURE. 
Edited by Clyde Kluckhohn and Henry A. 
Murray. (New York: Knopf, 1948.) 


There are a couple of stereotyped and oft-ques- 
tioned sequences: hen or egg? heredity or environ- 
ment? Add, now, personality or culture? and you've 
the major theme of this volume, with, however, the 
observation that the question is a more real one, 
more amenable to careful analysis. To be more spe- 
cific, is an individual personality the result of cul- 
tural impact, or is a given culture the mirror of 
collective personalities? This is an oversimplifica- 
tion, of course, but for the moment it will do. 

In the words of the editors, “The purpose of this 
book is to make readily accessible a representative 
selection of the more important publications that 
have appeared in the periodical literature.” To 
this end there are some 38 articles, carefully inte- 
grated by editorial introductory analyses. Refer- 
ences from major works on the subject, by Linton, 
Du Bois, Fromm, Kardiner, and others, are not 
given, since it is assumed that these volumes should 
be readily available to the interested student. 

It is at once admitted that a concept of person- 
ality in and of a cultural framework is difficult to 
formulate, since “the integration of processes which 
constitute personality are hidden.” The technique 
to evoke and to disintegrate (in an unravelling 
sense) these processes are unevenly developed— 
they are themselves poorly integrated, so that one 
technique, or another, has been tried independently, 
and often assumed to be independent. This volume 
aims at just that situation, i.e., it is written at an 
integrative level, so that presumed constitutional 
determinants, group-membership determinants, role 
determinants, situational determinants, are all as- 
sessed at first singly (and hence relatively uniquely ) 
and then in interrelational (and hence integrative) 
import. 

The editors consider several functions of person- 
ality: it is tension-reducing; it permits of self- 
expression; it reduces conflict by scheduling, by 
reducing aspiration tensions, and by achieving social 
conformity and identification. In this light per- 
sonality becomes a sort of catalyst, in achieving an 
individual-culture chemical mixture, as it were. 
(One assumes a stable mixture, in the interests of 
tranquility!) So, then, we are prepared for their 
definition of “human personality [as] a compromise 
formation, a dynamic resultant of the conflict be- 
tween the individual’s own impulses (as given by 
biology and modified by culture and by specific 
situations) and the demands, interests, and impulses 
of other individuals”; there is a much simpler 
statement to the effect that “the personality of an 
individual is the product of inherited dispositions 
and environmental experiences.” This, in effect, sets 
the stage for the readings, since there is an initial 
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assumption of a biosocial interplay and integration. 
The biosocial analysis proceeds, then, on the basis 
of another assumption, that every man, like Gaul, 
is in 3 parts, i.¢., in some respects he is (1) like 
all other men; (2) like some other men; (3) like 
no *other man. This seems to presuppose organic 
oneness with superimposed cultural uniquenesses. 
There never is, however, a resolution of whether 
the organic oneness may realiy differ in terms of 
organic differences expressed in different cultural 
responses. 

The reviewer must confess to certain limitations 
in his review, viz., that his appreciation of the read- 
ings was colored by the fact that his training is 
basically biological. This did not mean differential 
evaluation, per se, as it meant degree of critical ap- 
praisal. For example, when reference to the “whole 
personality” was made it would have been useful to 
have included Olson and Hughes’ concept of “or- 
ganismic age”; when personality was referred to 
“as a temporal organization of brain processes” it 
would have seemed desirable to have some reference 
to the studies of Ward Halstead. 

Personality achieves its avowed goal as a source 
book “directed to an audience of college Juniors 
and Seniors and of educated laymen.” The re- 
viewer can add no higher praise than to say that he 
found the book stimulating and instructive. His 
personal horizon has been extended; he feels that 
he is a better biologist because he is better qualified, 
now, to envision his biological specimen—Man—in 
a broader conceptual outline. This review is his 
personal beginning: the book is not in his library— 
it is on his desk. It should be on your desk, every- 
one of you who have anything to do with Homo 
sapiens. And that means the entire medical and 
social science professions! 

WILton MARION KrocGMAN, Pu. D., 
Graduate School of Medicine, 
University of Pennsylvania 


PROBLEMS OF CHILD DELINQUENCY. By Maud A. 
Merrill. (Boston: Houghton Mifflin Co., 1947.) 


The especial value of this book on the juvenile 
delinquent arises from the fact that the author has 
aimed at a diversified but accurate delineation of 
the various problems confronting the student and 
worker in this field. To be sure, the volume is ob- 
viously aimed at the student concentrator in the 
fields of psychology, sociology, or social work, but 
the methods employed by the author widen its use- 
fulness and it should prove a valuable outline for 
actual practitioners in court and clinic. 

In line with the conjectured intent, there is a 
nice balance retained between the consideration of 
the delinquent as an individual, with his needs, 
feelings, and motivations, and an evaluation of 
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society’s needs and expectations aimed at its pro- 
tection. Again there is the balance in the treatment 
of the individual himself, with adequate emphasis 
on psychological theory, personality structure, psy- 
chological tests, physical make-up, and the neces- 
sary observation of him as a member of a group— 
an outgroup to be sure—that has features and 
measurements that differentiate it from nondelin- 
quent groups. With admirable concern for the 
reader’s ease and comfort, many of the tables deal- 
ing with these informative statistics are placed in 
the appendix. The selection of illustrative case 
material is good, though it is definitely not of the 
type to illustrate the more subtle and deeper mech- 
anisms involved in any individual case, and hence 
probably will not satisfy the reader accustomed to 
the present-day trend to more intensive and exten- 
sive analytic observations on a few selected cases. 
Merrill’s bibliographical choices are well selected 
and well illustrate the author’s long familiarity 
with her subject and her able discrimination of 
studies of lasting importance in the great body of 
literature now amassed in this field. Finally, the 
problems presented for future solution by the quoted 
selection and by the author’s own comments should 
demonstrate for the student that the future in this 
field belongs to the student well-trained not in any 
one discipline but trained in the many correlative 
disciplines bearing on the problems of social science. 
GeorcE E. GArpner, Pu. D., M. D., 
Judge Baker Guidance Center, 
Boston, Mass. 


BRINGING MopERN MEDICINE TO THE PEOPLE. 
(Brooklyn: Long Island College of Medicine, 
1947.) 


The problem of “Bringing Modern Medicine to 
the People” is one of ever-increasing importance. 
It is one which the Long Island College of Medicine 
has attempted to solve in an all-embracing pro- 
gram outlined in the pamphlet of book length pub- 
lished under the subtitle of “The Long Island Col- 
lege of Medicine Medical Center and Community 
Health Project” in 1947. The dedication points out 
that “good health is a blessing that is predictable, 
available and purchasable” and begins with the re- 
freshing statement that a new aim of the medical 
center is “the promotion of community health 
through coordination of the medical school pro- 
gram with the programs of the community’s other 
health resources”—this aim to be added to the tra- 
ditional three of the training of physicians, medical 
research, and the care of the sick. 

The publication of these plans is particularly 
timely. The medical profession is now dedicated 
financially and spiritually to opposing federal leg- 
islation aimed to spread good medical care through- 
out all levels of the average community. The 
philosophy that comprehensive medical care is a pre- 
cious commodity, dispensed free to all those unable 
to pay or bought sometimes at great sacrifice by 
others, seems to still pervade most medical groups. 
Apparently the most objectionable idea is that good 
all-out medical care can be made available to the 


average man only by a group of practicing physi- 
cians who are willing to coordinate their services, 
their equipment and facilities and special knowledge. 
The average private physician’s fear of the loss of 
a fee-paying patient unconsciously results in the 
well-known mechanisms of guilt, hostility, and pro- 
jection. This emotional reaction seems to block 
completely any constructive effort on the part of 
the physicians themselves to be the leaders in a 
movement which may eventually engulf them. 

At the present time, the program of the Long 
Island College of Medicine and that of one or two 
other large medical centers in the nation! stands 
out as an altruistic beacon in the fog of self-destruc- 
tive obstructionism. The basic premise of the men 
of medicine who are promoting this scheme is that 
“never before in medical history have more mo- 
mentous developments occurred than those which 
are now changing the entire complexion of medical 
education, research and medical care and leading 
to a new ideal of American medical practice.” These 
developments include: (1) chronic diseases as the 
major health problem of the nation, (2) apprecia- 
tion of the place of psychiatry in medical care, 
(3) the rising cost of medical care, (4) changing 
patterns of medical practice, (5) extension of the 
principles of preventive medicine to medical prac- 
tice, and (6) atomic energy. They claim that a 
new medical ideal has arisen in addition to the 
traditional one of curing the sick: that of main- 
taining and improving health. To achieve this goal, 
the Brooklyn-Long Island Community Health 
Project was inspired, involving the “active coopera- 
tion of all the health and medical resources, both 
institutional and individual, of these great urban 
and rural communities in a comprehensive program 
for medical education, research and medical care.” 
There follows a 100-page description of how this 
commendable aim is to be achieved in terms of 
financial resources, equipment and building space, 
training program and educational opportunities. A 
sum of $16,000,000 is to be raised during the next 
14 years; this seems a modest endowment for the 
needs outlined. 

The authors point out the ever-present challenge 
which faces doctors today and which is almost no- 
where being adequately met: that modern medical 
care is a necessity for every individual and every 
community, and that enough is known about pre- 
vention, cause, and cure of disease to make it 
available to the public. They stress the large gap 
that currently exists between medical knowledge 
and medical practice and urge that by such organ- 
ized programs, backed by the medical profession 
itself and not by the government, this absolutely 
essential aim may be realized within our generation. 
These statements are substantiated by eye-opening 
statistics and facts about the quality of medical care 
in Brooklyn and Long Island. 

The Long Island College of Medicine is pro- 
posed as the basis of the projected plan and at- 
tractive architectural designs are included to enable 
the reader to visualize properly the proposed 
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changes and additions that will be necessary to 
make this particular institution meet the needs of 
the community. Those interested primarily in medi- 
cal education on whatever level, or in the very perti- 
nent aspect of incorporating psychiatric facilities 
into such a community health project, would do 
well to consult this treatise as a handbook. The 
basic philosophy of graduate training in medicine 
as well as practical methods to achieve it on a 
reality basis are fully discussed, patterned after 
the ideas of such outstanding educators as Lester 
J. Evans and Alan Gregg. An arresting feature is 
the “Family Health Maintenance Program,” a 
pilot project whereby the sponsors hope to demon- 
strate that such community medicine reduces illness, 
spreads information about diseases, improves the 
quality of medical care and the training of physi- 
cians by cooperative efforts. 

The book closes with this statement to the people 
who are called upon to contribute to this project: 
“You have new avenues to strength and health if 
you will help your teachers of medicine meet their 
new responsibilities.” If this project succeeds in 
time, it will have a tremendous effect on the future 
of medicine; it should be watched closely by the 
government, the people, and their physicians all 
over the country. 

Harrior Hunter, M.D., 
University of Colorado 
Medical Center. 


FUNDAMENTALS oF CLINICAL NeuroLocy. By 
H. Houston Merritt, M.D., Fred A. Mettler, 
M.D., Ph.D., and Tracy Jackson Putnam, 
M.D. (Philadelphia: The Blakiston Company, 
1947.) 


Drs. Merritt, Mettler, and Putnam have given 
us a very excellent guide to the facts essential to 
the approach to diseases of the nervous system. It 
is particularly valuable to the medical student and 
should be useful to younger neurologists and physi- 
cians in general practice. It is concise, well ar- 
ranged, and furnishes guides for history taking and 
neurological examinations. It is divided into two 
parts, the first consisting of the generalities of his- 
tory taking and physical examinations, which are 
followed by descriptions of the cranial nerves, the 
motor system, the sensory system, and higher cere- 
bral functions. The second part is concerned with 
anatomic diagnosis, is concise and very complete 
with only a few minor and unimportant omissions. 
The description of the vascular supply of the brain 
and spinal cord together with the syndromes pro- 
duced by vascular lesions is particularly good. It 
is rich in diagrams which, for the most part, are 
clear and easy to understand, but some of the more 
complicated diagrams of the drainage of the sub- 
stance of the brain require close study. It is, how- 
ever, on the whole, a most satisfactory book. 

Epwin G. ZasrisSKIE, M. D., 
New York, N. Y. 


THE PsyCHOANALYTIC THEORY OF NEUROSIS. By 
Otto Fenichel, M.D. (New York: W. W. 
Norton & Co., Inc., 1945.) 


Otto Fenichel was one of the truly great teachers 
of psychoanalysis. His mind was both encyclopedic 
and original—an infrequent combination—he had a 
remarkable gift for both oral and written exposi- 
tion, and he was a man of passionate integrity. It 
is exceedingly fortunate for students and practi- 
tioners of psychoanalysis, and indeed for psy- 
chiatrists, psychologists, psychiatric social workers, 
and all who work in fields associated with dynamic 
psychology, that Fenichel completed his Herculean 
labors on this book before his untimely death in 
January, 1946. The scope, exhaustiveness, and 
clarity of exposition of this volume are so extraordi- 
nary as to make it difficult for one to realize that 
one man compiled it in his spare time. It has 
quickly become a basic and indispensable text and 
reference work, 

The forerunner of this work was Fenichel’s “Out- 
line of Clinical Psychoanalysis,” written originally 
in German and published in 1932, the English trans- 
lation by Lewin and Zilboorg being published by 
W. W. Norton & Co. in 1934. When the publishers 
asked for a revised edition it was typical of 
Fenichel’s thoroughness and integrity that he could 
not permit himself merely to do a scissors and 
paste job on his original work, but, as he says in 
the preface, “preferred to write a new book.” The 
“new book” will undoubtedly go through many 
editions and revisions. 

The book is organized in two parts, an introduc- 
tory one in which fundamental concepts and methods 
of psychoanalysis are presented, and a major 
second part in which the whole field of the psycho- 
neuroses and functional psychoses is systematically 
treated from the standpoint of psychoanalytic 
theory. It is in this section that Fenichel blends 
skillfully Freud’s contributions, the author’s own 
original formulations and clinical examples, and 
the many hundreds of contributions, major and 
minor, of every writer he could find who dealt with 
the theory of neurosis. The final two chapters of 
this part of the text deal with the clinical course 
and the therapy and prophylaxis of neuroses. These 
chapters are inadequate for those who are looking 
for the definitive writing on these subjects, but are 
deliberately and appropriately short for a volume 
dealing primarily with theory. 

Nothing short of an extremely long running com- 
ment would do justice to the content of this book, 
nor could the reviewer single out for comment even 
a few of Fenichel’s original contributions without 
doing injustice to the work as a whole. 

It is seldom that the reviewer of a book feels 
inclined to give more than a passing comment on 
the bibliography and index, and then usually to 
remark their absence or failings, or at most to 
note their adequacy. “The Psychoanalytic Theory 
of Neurosis,” however, has not only an extremely 
good and complete index, but a bibliography the 
rival of which is nonexistent in the field of psy- 
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chiatry. In 74 pages of bibliography the author 
lists 1,646 publications by 479 authors, and there 
is a system of cross references between text and 
bibliography which admirably integrates these nu- 
merous contributions and adequately demonstrates 
that the author knew and used the content of each 
publication listed. The usefulness of such a bibli- 
ography is tremendous. It provides a starting point 
for all would-be authors on any psychoanalytic 
topic, and it should be invaluable to students. 
Future revisers of this book would do well to use 
the same system and build on the listings which 
Fenichel has so laboriously—and, I am certain, 
lovingly—compiled. 
Rosert P. Knicut, M.D., 
Stockbridge, Mass. 


SpirITISM. By G. H. Estabrooks, Ph.D. (New 
York: E. P. Dutton and Co., Inc., 1947.) 


Dr. Estabrooks is professor of psychology at 
Colgate University and a former Rhodes Scholar 
at Oxford (education, anthropology ). 

His book on spiritism, so far as the reviewer can 
discern, throws no new light on the subject. “I, 
personally, am convinced of survival after death,” 
he says at the very beginning, and adds in the same 
paragraph, “This work is intended to be a serious 
evaluation of scientific evidence alone.” One might 
be justified in wondering about the latter statement 
after reading the first. It must be said, however, 
that the author does not try to ‘make out a case’ 
for spiritism; he freely admits that “nine-tenths of 
the psychological world refuses to admit the evi- 
dence [of immortality].” 

There is plenty of case material in this book, the 
same sort of thing that has appeared in the reports 
of the Society for Psychical Research down the 


years. All this “evidence” the author recognizes 
as unreliable, insofar as proving anything super- 
normal is concerned. Probably few would disagree 
with his statement that science can neither prove 
nor disprove an hypothecated immortality. “Im- 
mortality is hardly a subject,” he says, “on which 
either psychology or science in general is entitled 
to speak.” 

While repeatedly stating that evidence of survival 
is lacking, the author repeatedly declares his belief 
in survival. We are naturally curious to learn the 
basis of this belief. A fairly careful reading of his 
book fails, in the reviewer’s opinion, to disclose 
it—beyond the author’s statement that he derives his 
conviction from his own investigations in spiritism 
and “from the other fields of religion, philosophy and 
psychology.” Perhaps we come nearest to his rea- 
soning in his suggestion that “the most effective 
argument for human survival is that based on the 
conservation seen everywhere in nature. Everything 
seems created for some purpose, and it would appear 
unreasonable to suppose that the human mind or 
soul, the highest of all nature’s works, should pass 
through its period of growth and education merely 
to be blotted out by death.” Until science, philoso- 
phy, and theology reach some measure of agreement, 
either in their separate domains or with each other, 
on this hypothesis we need not take it too seriously. 

Seeking still the foundations of belief and finding 
them shaky in the fields of science and even of psy- 
chical research, Dr. Estabrooks concludes that “the 
hope of immortality must still depend on the church.” 
So we fall back on what James called “the will to 
believe,” and the author counsels those who feel 
the need to seek their help in “true religion” rather 
than in spiritism. 


C. B. F. 
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ROSS McCLURE CHAPMAN 
1881-1948 


Ross McClure Chapman, medical superin- 
tendent of the Sheppard and Enoch Pratt 
Hospital since 1920, professor of psychiatry 
at the University of Maryland School of 
Medicine since 1923, past president (1937) 
of the American Psychiatric Association, 
Fellow of the American College of Physi- 
cians, past president (1928) of the Ameri- 
can Psychopathological Association, charter 
member of the American Psychoanalytic As- 
sociation, member of the Association for 
Research in Nervous and Mental Diseases, 
American Orthopsychiatric Association, 
American Medical Association, Southern 
Medical Association, Medical and Chirurgi- 
cal Faculty of Maryland, past president 
(1945) Baltimore County Medical Society, 
died September 24, 1948, after a long illness 
at his home. 

Dr. Chapman was born in Belleville, N. Y., 
July 13, 1881. He was the oldest son of Dr. 
Eugene A. Chapman and Agnes McClure 
Chapman. 

I think he had always intended to be a 
doctor. He took his preliminary education 
in Belleville and at Syracuse University and 
then went to the University of Michigan, 
where he received his M. D. degree in 1905. 
Shortly after his graduation he returned to 
Belleville and started in general practice. 

We will probably never know what turned 
him in the direction of psychiatry. After 
all, one’s motivations are always mixed. Cer- 
tainly a tremendous opportunity existed then, 
as now, for work in this field. At any rate, 
in 1906 he joined the staff of the Utica State 
Hospital, New York; a year later he went to 
Binghamton State Hospital with Dr. Charles 
G. Wagner. 

There were giants on the earth in those 
days. There was a remarkable group of men 
associated with the New York state hospital 
system in varying capacities, and during the 
next few years at Binghamton he was asso- 
ciated with all these men and established 
friendships which grew as time went on. 
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William A. White had been there and had 
only recently gone to Saint Elizabeths, 
Adolf Meyer and August Hoch were lectur- 
ing there, as elsewhere in the New York 
system. In close communication with the 
various New York hospitals were Jelliffe, 
Hutchings, Brill, C. Macfie Campbell, Sam 
Hamilton, Tiffany, James V. May, Kirby, 
Cheney, Oberndorf, Glenn Myers, William 
L. Russell, Thomas Salmon, and many 
others. 

It was an exciting period. Freud and Jung 
came over in 1909 to Clark University—the 
first time Freud had lectured except to his 
own students and associates. Adolf Meyer 
was developing his dynamic theories. The 
idea that something significant could be done 
for patients in state hospitals beyond offer- 
ing them essential custodial care; the idea 
that there were reasons for people talking 
as they did, behaving as they did; and the 
notion that those reasons could be under- 
stood and sometimes modified, were begin- 
ning to take hold. Psychiatry as a medical 
specialty was beginning to have some mean- 
ing. 

Dr. Chapman was in the midst of this. 
He knew these people well, participated in 
their work, and added his own share. He 
was one of this small nucleus of active, able, 
forward-looking men who grew up together 
and came to dominate psychiatry throughout 
the country, and to leave a lasting influence 
on psychiatry throughout the world. During 
this period he was especially close to William 
A. White, and joined his staff at Saint Eliza- 
beths in 1916 as clinical director, later as first 
assistant physician. 

Then came World War I. Overseas he 
served as Division Psychiatrist to the 6th 
Division, remaining on with the Army of Oc- 
cupation in Germany until 1919. 

In that year he returned to Saint Eliza- 
beths. Then in 1920 the post as medical 
superintendent of the Sheppard and Enoch 
Pratt Hospital became vacant through the 
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resignation of the late Dr. Edward N. Brush. 
Dr. Chapman was considerably torn between 
his recognition of the opportunity that ex- 
isted at Sheppard and his ties with Dr. 
White. 

He came to Sheppard where, under his 
direction and guidance, the hospital’s repu- 
tation was further enhanced. Sheppard was 
a good place to work, a place where any type 
of treatment could and did find a hearing and 
a trial. Sheppard’s strength then, and 
throughout Dr. Chapman’s regime, lay in the 
fact that it was a place where the patient’s 
welfare came first. 

He joined the faculty of the University of 
Maryland soon after he came to Baltimore; 
shortly became the professor of psychiatry. 
He took a very active part in the affairs of 
the medical school and a great interest not 
only in teaching formal psychiatry to the 
students, but in promoting psychiatric think- 
ing in the other branches of the curriculum. 
This interest persisted throughout his life. 

Many men would have been satisfied with 
this. They would have thought that they 
were busy enough or that they were making 
enough of a contribution in their own hos- 
pital. Ross Chapman never did. He was 
always ready to listen to the problems of 
others, whether individuals, a hospital or 
clinic, or one of the many associations in 
which he was active. He was always on call. 
He was the perfect mediator. He had a 
remarkable gift for smoothing out irritations, 
so that presently people found that they were 
working along on common ground in reason- 


able accord, and they found that his com- 
promises usually worked. Much of the ac- 
ceptance of new, dynamic ideas is the direct 
result of his having quietly worked along 
toward a solution of differences in idea. A 
great deal of his success was due to the re- 
markable warmth of the man. People liked 
him and felt that they could trust him. 

Although he was a charter member of the 
American Psychoanalytic Association he was 
not identified exclusively with any one group, 
but was welcomed and esteemed by all. 

He was also a modest man who always 
shunned the limelight. He wrote very few 
papers, but he inspired a great many. Some 
of the most brilliant contributions in recent 
years have been the direct result of a sugges- 
tion that he had quietly dropped to someone; 
but he would always refuse any credit or 
any share in the final result. 

It was a real surprise to him when he be- 
came president of the American Psychiatric 
Association. He considered it a tribute which 
he did not deserve, although there were few 
men who deserved it more. 

His marriage in 1908 to Marion E. Clapp 
of Ithaca, New York, was a happy one, but 
his life was not without sorrow. His only 
daughter died in her teens after a fulminat- 
ing illness. This left a great void in his life, 
but it was a gap which he tried to fill by 
turning his love for her toward young people 
in general, as a result of which he helped a 
great many young psychiatrists to become 
what they are today. 

H. M. Murpock, M. D. 


N. EMMONS PAINE 
1853-1948 


Dr. Nathaniel Emmons Paine, the oldest 
member of The American Psychiatric Asso- 
ciation, both in years and in length of mem- 
bership, died at his home in Walpole, Massa- 
chusetts, November 30, 1948, at the age of 
95. He was born at New Hartford (Oneida 
County), New York, July 14, 1853, and 
educated at Hamilton College and the Albany 
Medical College, receiving the degree of 
M. D. in 1875. After two years of study in 
Germany he served on the staff of the Mid- 
dletown (New York) State Hospital for 


several years. He became the first Superin- 
tendent of the Westborough (Massachu- 
setts) State Hospital in 1886, leaving that 
position in 1892 to open a private hospital 
in Newton. He retired from active medical 
practice in 1910, but maintained a lively in- 
terest in many subjects up to the time of 
his death. 

He taught psychiatry at Boston University 
School of Medicine from 1887 until 1925 
(retiring as Professor Emeritus), was for 
many years chairman of the Board of Trus- 
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tees of Westborough State Hospital, and was 
vice-president of the West Newton Savings 
Bank. 

His interest in the Association was always 
keen, and many of our members remember 
the telegram of greeting which he sent to 
the Washington Meeting in 1948. In 1891 he 
prepared at his own expense a group picture 
of 176 members of the Association of Medi- 
cal Superintendents of American Hospitals 
for the Insane, as the Association was then 
known. Again in 1916 he prepared a book 
of 280 portraits of members of the Associa- 
tion and during the preparations for the Cen- 
tennial of the Association he offered the use 
of his vast accumulation of historical data. 

Dignified and reserved, progressive, alert, 
and socially minded, his helpful encourage- 
ment of younger men in the profession was 


always recognized by them as sincere and 
friendly, and deeply appreciated. He was 
devoted to high standards in the care of 
patients, in education, business, and social 
relations. A “gentleman of the old school” 
and a descendant of an old Salem family 
(1637) with all that that implies, he was not 
afraid of the new; rather he sought eagerly 
fresh methods of improving the relationships 
and circumstances of his fellow man. To 
have known him is an inspiring privilege. 
He is survived by a daughter, Mrs. Syd- 
ney Chamberlain of Walpole, and a son, 
Nathaniel Emmons Paine, Jr., of West 
Orange, New Jersey. The Association ex- 
tends to them its sympathy, and records its 
deep sense of loss in the death of a loyal 
and valued member. 
WINFRED OVERHOLSER, M. D. 
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